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‘CaprOKOL’ Capsules afford the geriatri- 
cian a safe and effective germicide for the 
prophylaxis and treatment of urinary tract 
infections. 

The administration of ‘CAPROKOL’ Cap- 
sules imparts definite germicidal properties 
to the urine and provides germicidal irri- 
gation of the urinary tract from the kidney 
pelvis to the urethra. This antiseptic action 
is continuous as long as the capsules are 
administered. Moreover, the antiseptic ac- 
tion is present in either acid or alkaline 
urine. 

Because of the surface analgesic effect 


of hexylresorcinol, the hematuria, burning 


“CAPROKOL @ 
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fective | urinary antisepsis . . 


for the older patient 


or frequency of urination—often experi- 
enced with other urinary antiseptics—are 
rarely encountered. 

Nontoxic and nonirritating, “CAPROKOL’ 
Capsules provide prompt relief from pain 
hy soothing the inflamed tissues of the 
urinary tract—of especial importance for 
the comfort and well-being of the older 
patient. 

Fach ‘Caprokow’ Capsule contains 0.15 
Gm. of hexylresorcinol in a 25 percent 
solution in olive oil. A generous sample 
will be forwarded to you upon request. 
Supplied in boxes of 25, 50, and 100 cap- 


sules. Sharp & Dohme, Philadelphia 1, Pa. 
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Specific Action 


DOSAGE 


One or two 1) gr. tab- 
lets t.i.d. Supplied in 
boxes of 100 sanitaped 
14 gr. tablets. Avail- 
able on prescription 
thru all pharmacies 


TO PROMOTE FAT DIGESTION 


When fat digestion is impaired due to deficient bile secretion, and 
when fatty foods prove intolerable in the absence of gallbladder 
involvement, Degalol—the original, chemically pure deoxycholic acid 
—offers noteworthy advantages. 


A constituent of human bile, it is the fraction chiefly concerned with 
fat emulsification, promoting the digestion and absorption of ingested 
food fats and the utilization of the fat-soluble vitamins. 


In the dosage required, Degalol exerts little or no choleretic influ- 
ence. Thus it proves superior to ordinary bile salts which not only 
are less potent in their influence on fat emulsification, but—since they 
are required in higher dosage—produce side actions which are fre- 
quently undesirable. The powerful choleretic influerice of the bile 
salts, for instance, is definitely to be avoided in catarrhal jaundice, 


though fat digestion and vitamin absorption are to be enhanced. 


When fatty foods lead to postprandial distress and epigastric pain, 
Degalol frequently proves specific. In suspected or frank deficiency 
of fat-soluble vitamins D, E and K and carotene, the administration 


of Degalol together with the vitamins is indicated. 
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Certainly not if there is inadequate carbohydrate digestion—with 
distension, heartburn, intestinal fermentation and faulty nutrition. 


TAKA-COMBEX provides: 


Vitamin B complex and vitamin C—vitamins whose absorption 


may be impaired by digestive disturbances. 


Taka-Diastase—a potent starch digestant that promotes more 


satisfactory digestion and assimilation of carbohydrates. 


Prescribed for middle-aged and elderly patients, Taka-Combex 
Kapseals are helpful for the prevention or relief of vitamin B complex 
and vitamin C deficiencies, particularly when these patients need 
assistance in digesting starchy foods. 


Each Kapseal contains: Taka-Diastase 2% grains; Vitamin C, 30 mg.; 

Vitamin B,, 3 mg.; Vitamin B, (G), 3 mg.; Vitamin Bg, 0.5 mg.; Pantothenic 

Acid (as the sodium salt), 3 mg.; Nicotinamide, 10 mg.; with other compon- 
ents of the Vitamin B Complex from liver. 


TAKA-COMBEX KAPSEALS 


BOTTLES OF 100 AND 1000 


_tarke, Pats Company aie ce gaa 









Standardized by the U.S.P. XIl Cat Assay Method 
i hail cna, sararameseetenmnerae eng conti 


Owing to completeness of gastric absorption, oral 
Digifolin in tablets or solution, produces 20 to 
30 per cent greater therapeutic effect than does a 
whole leaf preparation of similar unitage. Write for 
professional samples... Ampuls—2 cc., cartons 
of 50. Tablets—1” grains, bottles of 50. Liquid— 


bottles of 1 fluid ounce. 
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5 reasons why bananas 
belong in geriatrics 


Laxative 


organic 


3, mildly 


pectins: 


raining 
intestinal 


Important! 


Fully ripe bananas are best 
for eating at any age. A 
banana is fully ripe when 
its yellow peel is flecked 
with brown. 
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im 
(eyual parts of sulfathiazole and sulfadiazine) one 
tablet 


TO REDUCE RENAL TOXICITY INCIDENT 
TO SULFONAMIDE THERAPY 


Recent experimental and clinical studies'* prove that 
administration of sulfathiazole and sulfadiazine in 
combination in equal parts reduces renal complications 
such as crystalluria, hematuria and urinary tract 
blockage, and is much safer than either drug used alone 
in whole dosage. Simultaneously, antibacterial activity 
and therapeutic efficacy are maintained. 


ComBIsuL-Tp presents 0.25 gram sulfathiazole and 0.25 gram sulfa- 
diazine — a total of 0.5 gram per tablet. No signs of renal toxicity 
have been encountered by use of this mixture and even crystalluria 
is infrequent. The indications for, and dosage of, CoMBISUL-TD are 
the same as for either drug administered alone. Meningitis is an 
exception, for which CompisuL-pM, a combination of 0.25 gram 
sulfadiazine and 0.25 gram sulfamerazine is available. 


ComBISUL-TD available in 0.5 gram tablets. Bottles of 100 and 1000. 
ComBIsUL-DM available in 0.5 gram tablets. Bottles of 100 and 1000. 
1. Lehr, D.: Proc. Soc. Exper. Biol. & Med. 58:11, 1945. 
2. Lehr, D.: In press. 
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- . . is revealed by the frequent concurrence of many symptoms 
referable to systemic disturbances: loss of weight, anemia, neuritis, 
senile metabolic changes, gastro-intestinal affections, impairment of 
liver function, increased sedimentation rate, impaired carbohydrate 
metabolism, aud early development of arteriosclerosis. 

For the effective treatment of a systemic disease as complex as 
arthritis it is mecessary to institute a complete program of systemic 
rehabilitation. Such a program must include optimal nutrition, 
physical and mental rest, supervised exercise, physical therapy, 
orthopedic measures, and all the essential vitamins in amounts 
sufficient to exert both nutritional and pharmacodynamic influences. 

Darthronol merits inclusion in such a program of systemic re- 
habilitation. It supplies in a single capsule massive dosage of vitamin 
D in addition to adequate doses of the eight other essential vitamins. 
The need for greatly increased amounts of all the essential vitamins 
has been repeatedly demonstrated in arthritic patients. 

Extensive bibliography on the role of these vitamins in the 
management of arthritics and the comprehensive brochure “Systemic 
Therapy in the Arthritides” will be sent on request. 


J. B. ROERIG & COMPANY 
536 Lake Shore Drive e@ Chicago 11, Illinois 
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CCORDING to N.N.R.,1 Digitaline 
Nativelle—the original digitoxin, in 
pure, crystalline form—is the chief active 
glycoside of Digitalis purpurea completely 
freed from the inert, unabsorbable sub- 
stances of digitalis leaf. One milligram of 
Digitaline Nativelle produces approximately 
the same cardiotonic action as one gram of 


U.S.P. XII digitalis. 


Since it is completely absorbed on ora! 
administration, it produces the same result 
whether given by vein or by mouth, and 
nausea and vomiting due to local irritation 
are almost never encountered. 


In urgent cases—provided the patient has 
not received digitalis in any form for two 





weeks—the average dose of 1.2 mg. for initial 
digitalization can be given safely at one time 
by mouth and will produce its full therapeu- 
tic effect in 3 to 6 hours.? The average main- 
tenance dose is 0.1 mg. per day, to be in- 
creased or decreased as required. 


1 N.N.R., 1941, page 210. 

2 Gold, H.; Cattell, M.; Modele, W.; Kwit, N. T.; 
Kramer, M. L., and Zahm, W.: J. Pharmacol. & 
Exper. Therap. 82:187 (Oct.) 1944. 
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Digitaline Nativeile is available through all pharma- 
cies in 0.1 mg. tablets (pink) and 0.2 mg. tablets 
(white), in bottles of 40 tablets. Also in 0.4 mg. 
(2ce.) and 0.2 mg. (Icc.) ampuls, in boxes of 6 am- 
puls, for intravenous use when the oral route cannot 
be employed. 


Physicians are invited to send for clinical test sample and literature 


VARICK PHARMACAL COMPANY, INC. 


A Division of E. Fougera & Co., Inc. 
75 Varick Street, New York 13, New York 
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— prompt symptomatic relief provided by 
Pyridium is extremely gratifying to the patient 
suffering with distressing urinary symptoms such as 


my 


EG S. PAT. OFF 
iphestytoss Mell calico: 
pyridine mono-hydrochloride) 


painful, urgent, and frequent urination, tenesmus, 


and irritation of the urogenital mucosa. 





Pyridium is convenient to administer, and may be eas 
For gratifying relief of 

distressing symptoms in 
urogenital infections. 

The average oral dose is 2 tablets t.i.d. Row eae 


used with complete safety throughout the course of 





cystitis, pyelonephritis, prostatitis, and urethritis. 


Pyridium is the United States Registered Trade-Mark of 
the Product Manufactured by the Pyridium Corporation. 


MERCK & CO., Inc. Manufacturing Chemists RAHWAY, N. J. 
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TREATMENT 
OF ~— 
HYPERTE 


uccessful management of high blcod pressure calls for a regimen 
which is adjusted to individual requirements. Physical activity is gen- 
erally curtailed and overwork is avoided. In certain circumstances special 
diets are prescribed and the use of stimulants is restricted. 


These measures are often supplemented with the administration of 
Theominal. This combined vasodilator and sedative aids in reducing 
blood pressure to a more normal level. As a consequence hypertensive 
symptoms are relieved and the risk of complications is reduced. 


DOSAGE: The customary dose of Theominal is 1 tablet two or three times daily; when 
improvement sets in the dose may be reduced. Each tablet contains theobromine 5 grains 


and Luminal* ¥ grain. 


*Luminal (trademark), Winthrop Chemical Company, Inc., brand of f e 
phenobarbital. f 


INC. 
Pharmaceuticals of merit 
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Supplied in bottles of 25, 100 and 500 tablets. NEW YORK, N. Y. 
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y prescribing Lynoral, the physician provides his meno- 
pausol patients with ethinyl estradiol which has “a potent 
estrogen effect . . . with greater economy” (1). It is “ex- 
ceedingly active by mouth” (2) and produces a “definite 
therapeutic response” (1) in a dose as low as one-fiftieth 
of a milligram! Small wonder that Lynoral which induces grati- 
fying menopausal comfort at such a surprisingly low cost has 
rapidly developed into the preferred estrogen for oral 
administration. Lynoral is available in 0.05-mg tablets (scored 
for easy dosage adjustment), bottles of 30, 60, and 250... 


ROCHE-ORGANON, INC., Roche Park, Nutley 10, New Jersey. 





ynoral 


“ROCHE-ORGANON’ 


(1) F. &. Harding, Am. J. Obst. & Gynec., 48:18), 


1944, (2) W. M. Allen, South. M. J., 37:270, 1944 


45 
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When cardiac patients had to be maintained 
without the advantage of the safe intramuscular ad- 
ministration now possible with Mercuhydrin, violent 
fluctuations in the level of body fluids frequently were 
unavoidable. Because it is better tolerated locally, 
Mercuhydrin permits frequent administration by the 
intramuscular route for prolonged periods. The patient 
is maintained without distressing fluctuations in the 
level of body fluids. Mercuhydrin thus is adaptable to 
recent improved schedules* for maintaining the cardiac 


patient in greater comfort and with greater efficiency. 


While it possesses definite advantage for intramuscular 
administration, Mercuhydrin also may be given intra- 
venously with complete assurance. By either route 
it has demonstrated outstanding diuretic efficiency 
both as to quantity of urine excreted and duration of 


effect. Lakeside Laboratories, Milwaukee, Wisconsin. 


Mercuhydrin is the sodium salt of methoxyoximercu- 
ripropylsuccinylurea with theophylline. It is supplied 


in both 1 cc. and 2 cc. ampuls. 


*Conferences on Therapy: New York State J. Med. 43:2306, 1943. 
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GERIATRICS: THE GENERAL SETTING 


Edward L. Tuohy, M.p., F.A.c. P. 


WE HAVE passed by that phase of anthropological study in which mass group- 
ings of statistics are necessary in order to direct interest to the shifts in age 
levels of our population which show that our people are getting old. To be sure, 
in all periods and countries a few individuals have gone to the century mark 
and beyond, though it is fair to credit the implication that the “year” may not 
have measured the same number of days in biblical times that it does in our own. 
Moreover, we may give thought to the known fact that with the very high infant 
mortality that obtained in early England and Europe the church registers may 
well have been faulty in that many families could have given the same name to 
succeeding children. Thus a “John” or a “Charles,” deceased any time before 
his fifteenth year, may have passed the name on to another child, who in turn 
may have aided and abetted thereby the production of a subject of the Crown 
as famous as Old Parr has become. Need I add that Old Parr’s name adorns a 
bottle of whisky and aims to connote that its contents have adequately mellowed 
and lost everything except their inebriating and soothing properties ? 

The old age problem, therefore, is with us, and in formidable proportions. 
The medical connotations are multiple, and much has been said and written 
about them. Some have suggested that geriatrics, the care of the illnesses of the 
aged and aging, should be set up as a specialty as distinct as pediatrics. Few 
entirely subscribe to such an idea, though in the greater centers of populations 
some men may very well combine all their practice within such bounds. To 
those of us in the agricultural parts of the Middle West and the less intensively 
industrialized cities it seems that all doctors, in whatever fields they specialize, 
and certainly all general practitioners, must come to understand how in the 
sunset zone of life they may alleviate the inevitable deficiences and limitations 
inherent in growing old. In our time doctors “become less and less healers; 
more and more umpires”—calling the strikes, fouls, and blows according to the 
ever-changing rules not only of medical practice but also of social and economic 
justice. 

In considering broadly the field of interest that a journal of geriatrics 
should cultivate, suppose we contemplate the world situation with respect to 
food, which is basic to any discourse dealing with the hopes, aspirations, and 
economic development of any people at any time. 

Apropos of war’s dislocations and the peace’s uncertainties, it has been re- 
marked that “two people out of three in the world today are hungry.” Let us 
for the time being try to forget those who are about to starve. Whatever we 


may do for them is already in the category of too little and too late. For many 
Dr. Epwarpv L. Tvony, Chief Clinician, Department of Internal Medicine, Duluth Clinic, is a member 
of the American Medical Association, American Heart Association, and the Central Society of Clinical 


Research. Dr. Tuohy is Past President of the Minnesota State Medical Society. He has written many 
articles on the feeding of the aged. 
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of the rest we are back in that fifteenth-century England and Europe where, 
except for a few on top, hunger was a permanent guest. The most casual reading 
and analysis prove that our time is not exempt from such a situation. As an 
example, consider conditions in India as reported in a small book by Masani* 
reviewed by a nutritional research staff in our own country, with well advised 
trepidation in view of its purport for international relations. “India,” they ob- 
serve, “seemingly presents a paradox because, although the soil is ordinarily 
very fertile and the climate favorable, its people at best do not get even one 
square meal a day.’”’ An even sadder commentary is the statement made by the 
Director of Public Health in Bengal in 1933 that the peasantry of that province 
were in large proportion subsisting on a dietary on which rats could not live for 
more than a few weeks! Then follows a recital of the obviously devastating 
nutritional disorders of every type that abound where this type of subsistence 
merges with traditional religious rulings and regional or tribal customs. 

Everyone recognizes that these backward countries must be industrialized if 
modern health, sanitation, and reasonable longevity are to obtain. Not until the 
so-called Industrial Age, with all its concomitant clatter and displacement, added 
power to‘agriculture, did the specter of hunger for the masses gradually dis- 
appear.t We are now some months P.A.B. (post atomic bomb). There may 
still be a few persons who scoff at research, but a handful of scientists has 
proved that uncontroiled militants can make a mockery of world peace. Con- 
versely, scientists may borrow from the sun to build up an inherent productivity 
of Mother Earth so that none shall hunger, rather than leave it to war to 
reduce the burden on the earth by killing off those whom some consider unfit. 
The lesson would seem obvious. It would seem, however, that we need even 
more power to enforce peace than was needed for all-out war. 

Those active in the field of. medicine must begin to appreciate that for them 
also isolation is coming to an end. In a world proved shrunken by Willkie’s obser- 
vations and philosophy and the Globester’s aerial encirclement of the world it is 
impracticable for one fourth of the world to be peaceful and well fed and the 
rest revolutionary and hungry. No such development as American medicine has 
attained could ever have come to pass without that extraordinary elevation of 
the standards of living that the much abused Industrial Age has given us. 

At a time when there is so overwhelming a need for the United States and 
Russia to agree upon peaceful extension of their respective ideologies—and 
whatever the type of these ideologies they need to fit the frame of peace— 
medicine can join with the other applied sciences of chemurgy, physics, and 
agronomy to work toward an equilibrium that would take nothing worth while 
from our standards of living but teach the world to be less wasteful of the natural 
resources of the soil upon which succeeding generations must subsist. 

In this “two world” set-up we start with a workable industrial economy far 
above that of the Russians. Nevertheless, the Russians “have at their disposal 
one-sixth of the world’s most arable land, and it is generally supposed that from 
the timber above ground and the minerals, oil, and coal underneath, their 


*M. R. Masani, Your Food (Bombay: Padma Pub. Ltd.), 1944, p. 88. 
TE. P. Prentice, Hunger and History. (New York: Harper & Brothers), 1939. 
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potentialities for industrial development are incalculable. Still, Russia had famines 
comparable to those of the Middle Ages directly after the catastrophic dis- 
placements of World War I. 

Doctors are reputedly singularly lacking in interest concerning what is 
happening to the productivity of our own American soil. Yet it behooves them 
to be concerned, for it is a problem basically related to that of medicine. It is 
estimated that improper farming, including, the deforestation of large areas, 
permitting soil erosion, has destroyed for generations to come nearly one fourth 
of areas once satisfactorily agricultural. Our marginal and submarginal lands, 
such as we see in our southern and southeasterly sections, give us our greatest 
mass problems in undernutrition and social maladjustment. Caldwell could 
never have found in the fertile plains of Iowa or Nebraska the material for the 
social maladjustment portrayed in Tobacco Road. 

If we are to see American medicine sustained and projected into greater 
fields of attainment and usefulness we must strive to promote and maintain the 
standard of living not only in our own country but in the rest of the world as 
well. Since our standard of living has come largely through industrial develop- 
ment, efficient transportation, and instruments of exchange—produce, labor, and 
services of every sort—we must foster and help to maintain that type of indus- 
trialism that shall promote harmony within our own groups and peace with all 
other peoples. 

If we are successful with this American type of ideology and planning for 
wholesome existence, people are going to live still longer, and, we hope, better. 
The medical and economic problems of the aged are becoming ever more imme- 
diate and challenging. Credit for the Chinese defiance of every type of invader 
and invasion for five thousand years has been given to the tradition of family 
solidarity. A man with one living son is considered fortunate; with two or 
more he is superendowed. For the aging or aged father is never neglected. He 
lives with that assurance and insists that the tradition shall never die. 

Looked at from any angle you may choose, the family tie in America is 
becoming more and more tenuous. The record of broken homes and divorce is 
as bad as any pagan nation ever tolerated. Our vaunted educational systems 
languish under efforts to eliminate all religious and most moral teachings from 
our schools and put up to Scouting or 4-H organizations the guidance and 
molding that in earlier days were the province of the home and church. 

To those concerned with the new field of geriatrics a number of considera- 
tions emerge from the general situation. 

1. Our society must not drift toward a situation in which men and women 
over sixty are considered “barnacles on the ship of state.” We need everyone 
contributing his mental if not also his physical faculties to aid in maintaining a 
high standard of living—a culture in which every worthy person adds his share 
of effort and secures his reward. 

2. This objective cannot be accomplished by junking the basic principles 
involved in industrialization. On the contrary, rehabilitation of backward coun- 
tries—India, as an example—can be accomplished only by establishing and 
perfecting suitable industrial methods. 

3. When we encourage great concentrations of population widely separated 








20 GERIATRICS 


from the soil that feeds them, we are encouraging a breakdown of the family 
unit. Ultimately pensions, legacies, and insurance drive more and more people 
into the arms of the state. We have loudly asserted that in free America the 
individual does not belong to the state. It is indeed well that we shall prove and 
demonstrate our adherence to that most worthy of all programs. 

4. The problems of doctors, hospitals, and all associated with them; the 
difficult issues involved in prepayment plans; the problem of the distribution of 
doctors throughout the land—all are very closely tied up with the manner in 
which we use or deplete our natural resources. Much of the criticism that comes 
to medicine because of faulty distribution of its services stems from the problem 
involved in the unfair and unwise use of the soil. Everything we have and 
subsist upon comes from the earth. The rule of rapid depletion, so long a part 
of American life, should cease. 

5. These and many other items are definite problems, social and economic, 
worthy of consideration and analysis in the pages of a journal devoted to the 
care of the aging. In a badly planned general economy the aged have little 
occasion to be grateful for life extension. 


INSTITUTES FOR THE STUDY OF OLD AGE ARE NEEDED 


THE application of scientific knowledge to clinical medicine during the past 
century has resulted in an extraordinarily significant biological fact for the 
human race, namely, that life expectancy has been approximately doubled in 
this period. 

Throughout the course of evolution of humanity we have developed our 
social, political, economic, and all other institutions on the basis of a society 
dominated by people under forty. Now for the first time in the history of 
humanity there are more people over thirty than under thirty. This tendency 
will probably increase. 

With increasing numbers of older people, humanity is faced with many 
serious problems. For these problems we are wholly unprepared. We do not 
know what to do with old people, and old people do not know what to do with 
themselves. We have little basic information on which to go. Already powerful 
economic, political, and sociological disturbances are resulting from the increas- 
ing numbers of old people among us. 

To meet this problem it is proposed that institutes to study old age be 
established in strategic parts of the country. Study should be directed not only 
toward the physiological and pathological processes characteristic of old age but 
should also include psychological factors, sociological factors, and the broader 
economic aspects of the problem. Leading American universities in the East, 
Midwest, South, and on the West Coast could contribute significantly toward a 
better understanding of old age and the problems it presents.—M.W.T. 











THE INCIDENCE AND TREATMENT OF 
DELIRIOUS REACTIONS IN LATER LIFE 


Edwin J. Doty, m.p. 


DE.IRIUM is a frequent and important mental disturbance in older people. 
It is due to disturbances of the metabolism and the circulatory support of the 
brain. Disordered orientation, fear, and hallucinations are the most characteristic 
features of a delirium. The purpose of this paper is to consider the factors 
responsible for the high incidence of the reaction in later life and to discuss the 
treatment and management of the various symptoms. The discussion will be 
along general lines and not limited to deliria occurring in the setting of cerebral 
arteriosclerosis or senility. 

Robinson (1), in studying the abnormal mental reactions of old age, found 
that over 20 per cent of 128 patients over 60 years of age admitted to a hospital 
had as their primary abnormal mental reaction a delirious state. Another 20 per 
cent had a delirious reaction superimposed upon some other type of mental 
reaction such as an agitated depression. I have been interested in comparing 
these findings with my experience of the past three years as psychiatric con- 
sultant to the New York Hospital. During this period 1044 patients were 
studied on the wards and private services of the divisions of internal medicine, 
surgery, obstetrics, and gynecology. Over half, or 537 patients, were between 40 
and 84 years of age. In this group there were 78 patients who had delirious 
reactions. In the younger group of 507.patients, whose ages ranged between 12 
and 40 years, there were only 20 cases of delirium. In the older patients delirium 
due to disturbed brain physiology was about four times as frequent as in the 
younger patients. 

ETIOLOGICAL CONDITIONS 

This difference in incidence in the two age groups directs interest to the 
concurrent physical conditions etiologically related. In the older patients they 
are conditions that occur frequently in later life. Listed in the order of decreas- 
ing incidence they are: cardiac disease, postoperative states, pneumonia, hepatic 
cirrhosis, malignancy, fractures of bones, uremia, eye conditions, and hyperten- 
sive encephalopathy. In the younger patients they are toxic reactions to drugs, 
postoperative and postpartum states, uremia, and mastoiditis. 

Factors that predispose the older person to delirium may be considered as 
physiological and psychological in nature. 

From the physiological point of view it is generally recognized that the 
aging individual shows a progressively reduced adjustability to the stresses 
imposed by sustained hypertension, cardiac or renal insufficiency, and metabolic 
disorders. In some patients prolonged recumbency, contributing to circulatory 
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stasis, is an important factor. Cannon (2), in discussing the homeostatic mech- 
anisms that serve to maintain the relatively constant condition of extracellular 
fluids in the body, points out that these regulatory devices, although preserved 
in aging, suffer a progressive impairment in most individuals after about the 
fortieth year. Of great importance in disturbing the functions of the brain are 
such changes as reduction of oxygen exchange in respiration, lessened adapta- 
bility of the blood vessels, and diminished ability of the heart to accelerate. 
When these homeostatic mechanisms in the aging person are subjected to addi- 
tional stress by physical diseases, injuries, or surgical operations, they are re- 
vealed as being increasingly limited in their ability to preserve the uniformity 
of the body’s internal environment. In this greater ease with which the physi- 
ological mechanisms maintaining the support of the brain are disturbed is found 
an explanation of the more frequent occurrence of delirium in later life. 

Psychological changes incident to aging are also of importance in predis- 
posing the older person to delirium. Experience and experimental studies show 
that perception is not as prompt and its span is not as long in thy old as in the 
young (3). These facts may contribute to a tendency to misinterpret environ- 
mental stimuli. Visual and auditory illusions thereby develop more readily. 
Diethelm and Rockwell (4), in their discussion of the psychopathology of aging, 
emphasize insecurity regarding physique and personality fitness as the outstand- 
ing dynamic factor in psychopathological reactions in older people. These 
authors state that hallucinations and delusions develop readily in such settings 
of insecurity with anxiety. Although such mental symptoms were considered 
from the point of view of psychological disturbances, these findings are of 
importance in explaining the readiness with which physiological changes pre- 
cipitate delirium in older people. In this connection it is of interest that Drewry 
and Wall (5). in discussing the delirium of a female patient with cardiac 
disease, emphasized the patient’s underlying insecurity and horror of growing 
old. Bullard, in his discussion of this article, stressed the importance of anxiety 
in the background of such delirium. Rockwell (6), in discussing psychotherapy 
in older individuals, emphasizes the importance of understanding the psycho- 
dynamic factors involved in the production of delirious reactions. He refers to 
the experimental studies that explain the development of various symptoms of 
deliria in older patients and makes therapeutic suggestions that represent prac- 
tical developments from such research. The consideration of all these predis- 
posing and shaping factors is of importance in the prevention and treatment of 
these reactions. 

SYMPTOMS AND PROGNOSIS 

Early symptoms of delirium are restlessness and uneasiness, with increased 
sensitiveness to noise and light. Irritability and a tendency to emotional insta- 
bility may next appear. The patient’s restless sleep is troubled with frightening 
dreams. Such an onset and development of symptoms may be fairly rapid fol- 
lowing an operation, the development of a physical illness, or the administration 
of some drug. This rapid onset is in contrast to the slower onset and more 
insidious progression of symptoms in cerebral arteriosclerotic and senile mental 
states. As the delirious reaction progresses consciousness is clouded and dis- 
turbed orientation and difficulties in grasp appear. 
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Although some patients are euphoric, the more usual emotional reaction 
is fear. This reaction occurs particularly in relation to illusions and hallucina- 
tions, which are frequently in the visual field and at first may be experienced 
only as the patient is falling asleep or awakening. They are parts of dreamlike 
exper nces which the patient may recognize as imaginations. The content of 
the haliucinations is often frightening, the patient visualizing animal forms or 
situations threatening his safety. In some cases hallucinations of position occur, 
and the patient thinks that his bed is moving about in the room or that he is 
on a ship. Fluctuations in the level of awareness are characteristic; the patient 
may be oriented during the day and have nocturnal recurrence of fear, restless- 
ness, and hallucinations. 

With or without treatment, the reaction may subside in one of the earlier 
phases. However, if the illness progresses the patient becomes more noisy, over- 
active, and unco-operative. Delusions appear which are usually in keeping with 
the hallucinations and are shaped in their content by the patient’s emotional 
needs, personality problems, and life experiences. Such false beliefs are usually 
not fixed or woven together into any system. Etiologically as well as personality 
determined factors lend a coloring to the form and content of the delirium. 
Certain drugs may give more or less characteristic clinical pictures. The recog- 
nition of these pictures is important in treatment, as it focuses attention on 
causal factors that can be eliminated. As the patient’s fear grows he becomes 
increasingly overactive. This greater exertion interferes progressively with the 
already disturbed support of the brain. 

Physical symptoms and signs are indistinctness of speech, tremors, inco- 
ordination, and urinary incontinence. Dehydration, malnutrition, and vitamin 
deficiency arise from the patient’s failure to eat and take fluids properly. The 
temperature is usually elevated, and laboratory studies may reveal leukocytosis, 
albuminuria, and glycosuria. Robinson (1) has frequently found a diabetic type 
of glucose tolerance curve in elderly delirious patients. If the patient does not 
respond to treatment, coma followed by death may terminate the illness. How- 
ever, with active treatment and a satisfactory response the prognosis for 
recovery from the delirium is usually good, unless arteriosclerotic or senile 
changes are prominent. Even with evidences of cerebral arteriosclerosis many 
patients respond well to treatment and recover from the delirium, although dis- 
turbances in recent memory persist. 

Some patients whose basic personality has shown such features as sensi- 
tiveness and a tendency to suspiciousness and jealousy may display prominent 
delusions of persecution during a delirium and only partially recover from them 
with the subsidence of the delirium. In such instances the delirium seems to 
have released personality features that do not disappear with recovery from 
this. acute mental disturbance. In some older people the increasing rigidity of 
personality incident to aging seems to favor such an unfortunate outcome. The 
duration of a delirium ranges from a few days to several weeks. One author (1) 
reported an average duration of six weeks, 


TREATMENT 
Treatment in general is determined by an evaluation of etiological factors, 
by the degree of disorientation and fear, and by the character of the hallucina- 
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tions and delusions (7). Physical and mental examinations as thorough as 
possible should be made to form the basis for the therapeutic program. The 
early recognition of a developing delirium is important in order that sedatives 
or other drugs that may be responsible can be discontinued. Hydrotherapeutic 
measures or other methods of securing rest and sleep for the patient should be 
instituted. Also, there should be treatment to promote excretion of drugs and 
waste products through the skin, kidneys, and bowel. 

Older patients with arteriosclerotic changes in the brain and kidneys rather 
readily develop delirious reactions from the use of bromides for sedation. The 
elimination of this medication from the body is effected by the administration 
of sodium chloride in 6 to 12 gm. doses daily, with maintenance of adequate 
fluid intake. During this procedure it is advisable to check frequently on the 
level of bromide in the blood, so that the chloride does not release the bromide 
from the tissues into the blood stream faster than the arteriosclerotic kidneys 
can eliminate it. Even after the administration of bromide has been discontinued 
such a condition will be apparent in a rising blood bromide level, indicating a 
reduction in the chloride intake. 

In general it is best to avoid the use of chemical sedation in older patients 
whenever possible. In my experience the barbiturates appear to accentuate noc- 
turnal confusion and restlessness in some elderly patients. If chemical sedatives 
have been employed they should be discontinued immediately on the detection 
of the earliest evidence of delirium. Too often the administration of such a drug 
is increased as the restlessness increases, thereby adding to the delirium. This 
situation is particularly likely to occur in the elderly patient, with his decreased 
physiological adjustability. 

If a chemical sedative becomes necessary as overactivity develops, paralde- 
hyde given in 10 cc. doses by mouth or nasal tube is the sedative of choice. It 
is excreted readily, and thus does not accumulate in the body to add toxic fac- 
tors to the delirium. If sich sedation is employed it is best if possible to confine 
its use to night time. It is to be hoped that other readily excreted sedatives that 
do not have the unpleasant taste and odor of paraldehyde will be developed. Such 
sedatives would contribute to ease in administration and the comfort of those who 
come in contact with the patient. 

Avoid rectal administration of medications and other rectal manipulations 
such as giving enemas and taking temperature, as they may add to the patient’s 
fear or produce undesirable erotic stimulation. For marked excitement it may 
be necessary to give hypodermically morphine sulfate in doses of %4 to % grain, 
combined with scopolamine, 1/150 grain. In the prolonged delirium of some 
senile patients, with restlessness and excitement, scopolamine in doses of 1/150 
grain three or four times a day is helpful. 

To accomplish the important therapeutic aim of keeping the patient resting 
as much as possible, the use of continuous tubs (prolonged baths) is the most 
desirable sedative measure: The water is circulated through the tub at a tem- 
perature of 97.5° F. In some older patients temperatures of 95.5° to 96.5° F. 
produce more relaxation. The patient may remain in the tub for several hours 
if his reaction is favorable. Important contraindications are the occurrence of 
unmanageable degrees of excitement or circulatory embarrassment. Wet packs 
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may be used, but they offer an even greater likelihood of unfavorable circulatory 
reaction. Also, in some patients there is an accentuation of fear because of the 
feeling of being restrained. Mechanical restraint, such as tying the patient down 
to the bed or immobilizing his wrists and ankles, is always to be avoided. The 
confused, fearful patient does not understand such measures. He struggles to 
escape, thereby accentuating his fear. This additional exertion may lead to 
physical collapse. 

Among the more important principles of treatment is the maintenance of 
adequate food and fluid intake. If the patient accepts food by mouth he should 
receive a soft diet of adequate caloric and vitamin composition—a diet that is 
easily assimilated and its residue easily eliminated. Frequent small feedings are 
desirable. Milk is excellent for nourishment between meals. If there is a history 
of preceding dietary deficiency, if the delirium is protracted, or if the patient 
has overindulged in alcohol, the parenteral administration of vitamins is im- 
portant. If the patient is unable to take food and fluids by mouth, the use of 
tube feeding should not be postponed for long. This procedure should be ex- 
plained to the patient before it is instituted. Robinson (1) attributes the recovery 
rate of 93 per cent that he achieved in treating elderly delirious patients largely 
to the daily administration of infusions of 500 to 1000 cc. of 10 per cent glucose 
in plain water. The solution was given at the rate of 50 drops per minute and 
did not produce circulatory embarrassment or edema. Robinson believes that 
infusion is better than tube feeding in providing adequate nutrition. 

The nursing care of the delirious patient is a most important part of the 
treatment. Constant observation should be provided to protect the patient from 
self injury resulting from his confusion and fear. The elderly patient is par- 
ticularly susceptible to fractures of bones and injuries to soft tissues resulting 
from falls. The slower healing of such injuries in older patients may make them 
serious obstacles to recovery. The patient should be guarded against suicidal 
attempts, particularly at night, when frightening hallucinations, disorientation, 
and fear are usually more marked. It is advisable to keep the patient’s room 
lighted at night when he is not sleeping and to have as few objects and shadows 
in the room as possible, for they seem to increase misinterpretations and fear. 

Confusing or puzzling treatments should be omitted or deferred, and neces- 
sary treatments should be explained before they are given. It is desirable to 
avoid changing the patient’s location and to have as few doctors and nurses 
caring for him as possible. Such measures are taken to avoid adding to his con- 
fusion. The patient should have few visitors and those preferably familiar rela- 
tives who, when correctly identified, serve to reassure him. When there are 
no physical contraindications to the patient’s being out of bed and it does not 
increase his restlessness, fear, or confusion, it is better to interrupt prolonged 
recumbency. In some older patients, remaining constantly in bed may not only 
contribute to the precipitation of a delirium but also lead to the development 
of circulatory stasis or bronchopneumonia. If it is necessary to keep the patient 
in bed, massage, frequent change of position, and some of the exercises devel- 
oped for avoiding postoperative circulatory disturbances may be of value in 
preventing such complications. 

The doctors and nurses should frequently reassure the patient and offer 
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simple explanations regarding his fears, delusions, and hallucinations. They 
should not argue with the patient concerning these symptoms or take them 
lightly with a joking attitude. Rather, the patient should be encouraged to treat 
such experiences as vivid dreams which he will later regard as unreal. The 
content of a delirium may reveal deep and long-standing personality problems. 
It is unwise to attempt a therapeutic discussion of these problems during the 
delirium, when the patient’s comprehension, insight, and judgment are im- 
paired. Even after recovery it is usually better to be conservative in such dis- 
cussion. Because of his reduced resiliency the older patient is less able to accom- 
plish major alterations in his personality adjustment. 

The frequency of deliria in general hospital patients, particularly those in 
later life, indicates the advisability of making adequate provision for their care 
in such institutions. With the consulting psychiatrist acting as adviser, single 
rooms can be made sound proof and their windows provided with safety screens. 
These rooms should be simply but tastefully furnished and decorated. The equip- 
ment for sedative baths should be conveniently located, if possible in an adjoin- 
ing room. With such accommodations and adequate nursing care, delirious reac- 
tions can be properly treated and restraint or transfer to a psychiatric hospital 
will not be necessary. 

CONCLUSION 

Delirious reactions are frequent in later life. Their prevention and early 
recognition are important. In treatment the essential features are the avoidance 
of restraint and of chemical sedation, with repeated reassurance. 


REFERENCES 

1. Ropinson, G. W., Jr.: The Toxic Delirious Reactions of Old Age. Am. J. Psychiat., 
99 :110-15, 1942. 

2. Cannon, WALTER B.: Ageing of Homeostatic Mechanisms, in Cownrey, E. V., Problems 
of Ageing, 2d ed. Baltimore: Williams & Wilkins Company, 1942. 

3. Mites, WALTER R.: Psychological Aspects of Ageing, in Cownrey, E. V., Problems of 
Ageing, 2d ed. Baltimore: Williams & Wilkins Company, 1942. 

4. DreTHELM, O., and Rockwe tt, F. V.: The Psychopathology of Aging. Am. J. Psychiat., 
99 :553-56, 1943. : 

5. Drewry, P. H., Jr, and Watt, J. H.: Mental Reactions and Their Management in 
Patients with Cardiac Disease. Am. J. Psychiat., 94 :561-76, 1937. 

6. RocKweEL., F. V.: Psychotherapy in the Older Individual, in Kaptan, O. J.: Mental 
Disorders in Later Life. Stanford University Press, 1945. 

7. DieTHELM, Oskar: Treatment in Psychiatry. New York: The Macmillan Company, 1936. 


For age is opportunity no less 
Than youth itself, though in another dress, 
And as the evening twilight fades away 
The sky is filled with stars, invisible 

by day.—LoNGFELLow. 











TUBERCULOSIS AMONG PERSONS OVER FIFTY 
YEARS OF AGE 


J Arthur Myers, M.pD., F. A.C. P. 


AMONG CITIZENS of the United States the tuberculosis mortality rate is higher 
after the age of 50 years than at any other time in life. Apparently this fact is 
not generally recognized, for there is a belief that human beings rarely have 
tuberculosis in the later decades of life. The existence of this disease among 
elderly persons is probably as old as tuberculosis itself. Peller studied statistics 
for Vienna for 1752-53 and found that among those who were fifty years or 
over the tuberculosis mortality was 20.8 per cent of the total mortality. Calmette 
says: “In the aged, contrary to what was believed until recently, chronic pul- 
monary tuberculosis is very frequent. It often takes that particular form which 
clinicians call essential asthma or emphysema (Hirtz). One should always sus- 
pect this illness all the more, since it usually goes unrecognized by reason of its 
insidious and mild symptoms. It tends to be without fever and to progress ex- 
tremely slowly.” Ichok states that tuberculosis is not uncommon among old 
people. He reports twenty such cases ranging in age from 64 to 82 years. 
Schlesinger finds that the aged more often suffer from tuberculosis than is usually 
believed. Taubert calls special attention to the great frequency of unrecognized 
tuberculosis in the aged. 

Osler says: “It is remarkable how common tuberculosis is in the aged, 
particularly in institutions.” In his autopsy studies, Opie found that the incidence 
of latent apical lesions increased with age. Between 18 and 50 years the incidence 
of such lesions was 8.7 per cent, but in later life it was 28.6 per cent. Such latent 
lesions are capable of becoming reactivated from time to time and discharging 
tubercle bacilli, Oppenheim and Coz studied at autopsy 260 bodies beyond the 
age of 60 years. They found progressive tuberculous lesions in 83, and what 
appeared to be healed lesions in 110 bodies. In 17.7 per cent of the entire group 
they believed that death was caused by tuberculosis. 

Landouzy studied the statistics of Paris for 1910, and found that among 
a group of 16,229 people who died from tuberculosis, 8.11 per cent were beyond 
the age of 60 years. In a group of 23,251 old people who died in that year, 5.66 
per cent of the deaths were due to tuberculosis. Freeman and Heiken noted in 
3000 routine post-mortem examinations that pulmonary tuberculosis was present 
in 25 per cent. Those of 60 years or more comprised one third of the total number 
of necropsies. In this fraction 28 per cent of the total incidence of pulmonary 
tuberculosis was found. The active form of the disease was as common in elderly 
white persons as in elderly Negroes. Auerbach and Green performed autopsies 
on 380 individuals over 40 years of age who died at the Sea View Hospital. 
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Much of the tuberculosis among the aged has first been detected by post- 
mortem examination. However, in recent years, by the use of modern diagnostic 
methods, large numbers of cases have been discovered in the living. For example, 
we reported 37 cases of pulmonary tuberculosis in persons ranging from 50 to 
80 years in 1930, and have seen several times that number during the past fifteen 
years. Harrington found tubercle bacilli in the sputum of approximately 9 per 
cent of 975 elderly persons (55 years or over), most of whom were residing in 
institutions for the aged but who were not suspected of having tuberculosis. 
Taylor and Schwartz examined 125 residents of the New York Farm Colony, 
ranging in age from 50 to 80 years. All were apparently well; but ten had pul- 
monary tuberculosis. Joress reviewed 60 cases of pulmonary tuberculosis in 
patients who ranged from 50 to 78 years. 

In many of our sanatoriums there has been a marked increase in the age of 
patients on admission over the past twenty years. Long pointed out that among 
those discharged from the Army because of tuberculosis in the recent war, the 
percentage was eight times greater among those of 40 years or older than among 
those under 20 years. 

Mortality records do not constitute a good criterion of the prevalence of 
tuberculosis among elderly people, for many persons with this disease die from 
other conditions without the tuberculosis being detected. A good example is one 
of our patients who, at 82 years, was found to have chronic, advanced pulmonary 
tuberculosis with tubercle bacilli in the sputum. Cough and expectoration had 
been present for more than thirty years. Presumably he was responsible for ex- 
tensive chronic tuberculosis detected in a daughter when she was 45 years old 
and for the death from miliary tuberculosis of another daughter at the age of 
56 years. This man at 82 years went to another state to spend the winter with 
the family of a daughter. While there he became acutely ill and died within 
twenty-four hours, before the local physician had an opportunity to examine him 
adequately. The death certificate gives coronary disease as the cause of death; 
no mention is made of tuberculosis. 

Probably the percentage of elderly persons who have clinical tuberculosis is 
no greater than it was forty years ago, but actually there may be more cases 
because many more persons are now living in the later decades of life. In 1900 
the census showed that there were 75,994,575 people in the United States; in 
1940, this number had increased to 131,669,275. In 1900 there were 7,083,033 
persons 55 years old or older, which was 9.32 per cent of the total population ; in 
1940 there were in this age period 19,591,519 persons, or 14.88 per cent of the 
entire population. 

Figure 1 shows the mortality rates by age, sex, and color in the United 
States in 1939-41. Among the non-white population, the peak for both sexes is 
reached earlier in life than in the white population. The highest rates among 
Caucasians of both sexes are reached after the age of 50. This has been true for 
males for at least the past twenty years (Fig. 2), despite the fact that there has 
been a marked reduction in mortality in all adult age groups in each decade. 

In some countries approximately 100 per cent of the population have tuber- 
culosis at the age of 18 years. There is no such condition as infection without 
disease. Every infected person has primary tuberculous lesions. With primary 
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Fig. 1. Shows tuberculosis mortality in the United States by age, sex, and color 
(1939-41). (USPHS-NTA Chart 01-01. Based on data from the U. S. Bureau of the Cen- 
sus.) Courtesy Carroll E. Palmer, Surgeon-in-Charge, Field Studies Section, Tuberculosis 
Control Division, U. S. Public Health Service. (From Tuberculosis in the United States 
Graphic Presentation, Vol. I, 1943.) 


tuberculosis almost universal among young adults, contagious cases are rife and 
exogenous reinfections are constantly occurring in the population. Therefore, 
virtually all elderly persons have primary tuberculosis. Wherever there is a high 
infection attack rate, there is a corresponding elevated incidence of the reinfection 
type of tuberculosis among adults. 

In the United States the tuberculosis control movement has brought about 
a favorable situation, which is reflected largely among persons in the first two 
or three decades of life. Indeed, at the age of 18 years the incidence of primary 
tuberculosis (tuberculous infection) has been reported as low as 5 per cent in 
some localities, and rarely over 20 per cent in others. A fair estimate for the 
country as a whole is 15 per cent. With such a primary infection attack rate it 
does not seem likely that exogenous reinfections are occurring at a higher rate. 
Therefore, the situation is reflected to some extent among persons beyond the 
second decade of life. 

Some of those who under former conditions would develop clinical tuber- 
culosis from exogenous reinfections are now spared. Moreover, among persons 
in whom all bacilli die in the primary lesions there are those who never again 
become infected, and thus during the last decades of life they remain free from 
tuberculosis. These, together with the group that never becomes infected, con- 
stitute an appreciable percentage of elderly persons. 

The citizens of this country who are now beyond the age of 50 years lived 
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Fig. 2. Shows tuberculosis mortality among males of all races in the United States for 
three decades by age. Average annual rate, 1919-21, 1929-31, and 1939-41. (USPHS-NTA 
Chart 02-0!. Based on data from the U. S. Bureau of the Census.) Courtesy Carroll E. 
Palmer, Surgeon-in-Charge, Field Studies Section, Tuberculosis Control Division, U. S. 
Public Health Service. (From Tuberculosis in the United States Graphic Presentation, Vol. 
I, 1943.) 


through a time when avoidance of primary tuberculosis was unusual. Through- 
out their infancy and childhood dairy products frequently contained living 
bovine type of tubercle bacilli and most deaths from tuberculosis among human 
beings occurred in homes. Therefore, implantations of tubercle bacilli appeared 
in the bodies of the great majority. In an appreciable number the foci of infec- 
tion have persisted. These foci, together with those which have supervened, 
constitute a large residue of tuberculosis among the older people. As long as this 
situation obtains we must expect a high incidence of clinical tuberculosis 
during this age period. When the present elderly persons are replaced by the 
next generation there should be a decrease, and when the second generation 
arrives on the old age scene there should be a marked contrast between the 
incidence of tuberculosis among them and those of today. 

It is possible that some of the residual tuberculosis now present among 
elderly persons is due to the bovine type of tubercle bacillus, for they lived during 
the time when tuberculosis was rife among cattle herds. Since accurate typing 
of tubercle bacilli has become possible, it has been found that far more tuber- 
culosis among human beings is due to the bovine type than was previously 
suspected. This fact came to light from countries where the disease among 
cattle herds has not been adequately controlled. Such workers as Griffith of 
England and Hedvall of Sweden have reported a considerable number of per- 
sons with pulmonary tuberculosis due to the bovine type of bacillus. In fact, 
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Hedvall has recently described 94 cases of clinical tuberculosis, of which 53 
were pulmonary of bovine origin. Of the entire 94 cases, one was 52, one was 
62, and two were 68 years old. One of Griffith’s cases was 72 years old. 

In the present generation of elderly persons many already have tuber- 
culosis in some form by the time they attain the age of 50 years. The majority 
have only the primary type of the disease. Some have lesions of the reinfection 
type which have been brought under control, with or without the aid of treat- 
ment, and which may subsequently reactivate. Still others have active tuberculosis 
upon entering this age period. A considerable number of persons now attain 
the age of 50 years without having been infected with tubercle bacilli. Some of 
them subsequently become infected. After their primary lesions are established 
the reinfection type of disease may develop. However, owing to the few years 
of life remaining to them and the fact that the lesions do not therefore have time 
to mature, this type of disease is less likely to occur among these elderly persons 
than among those who develop primary tuberculosis earlier in life. The longer 
the establishment of primary tuberculosis can be postponed in a human body, 
the less likelihood there is of the appearance of the chronic reinfection type. 


| THE DIAGNOSIS 

There is no phase of tuberculosis work among the aged that is more impor- 
tant than accuracy in diagnosis; yet there is no phase that is more abused. One 
reason that the prevalence of tuberculosis among elderly persons was generally 
overlooked so long is that the lesions often have largely burned out. The flame 
has gone, but the embers remain. In many cases symptoms are entirely absent ; 
in others the symptoms are mild and are often attributed to conditions incident 
to old age. Another reason has been the failure on the part of physicians to 
examine old people adequately. Even when these older patients reported with 
symptoms referable to the chest, cough mixtures were prescribed without exami- 
nation, and therefore the true condition was not detected. Moreover, the concep- 
tion that tuberculosis is a disease of young people and rarely or never occurs in 
the aged was long maintained by many physicians. 

During fifty or more years of use, the lungs have been subjected to a large 
variety of conditions and may be susceptible to new and serious ones in the 
succeeding years. Filterable viruses, particularly those of influenza and psittaco- 
sis, attack the lungs. Pulmonary involvement is not infrequently seen in the 
rickettsial diseases, such as typhus fever, spotted fever, and tsutsugamushi. 
Protozoal diseases, such as amebiasis, kala-azar and malaria, often attack the 
lungs. In such metazoal diseases as ancylostomiasis, schistosomiasis, trichinosis, 
and ascaridiasis, the organisms pass through the walls of the intestines into the 
blood stream and are carried to the lungs, where they set up disease. In the case 
of paragonimiasis the organisms pass through the intestinal wall into the 
peritoneal cavity, then through the diaphragm into the pleural cavity, whence 
they penetrate the lungs. Tubercle bacilli and other bacteria not infrequently 
reach the lungs by way of the digestive tract and the blood stream. 

The lungs are also bombarded from the air. Such inanimate material as 
silica, asbestos, and iron oxide may reach them through the air and cause per- 
manent changes. By the same route, pathogenic microorganisms, such as pneumo- 
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cocci, staphylococci, streptococci, tubercle bacilli, and fungi may enter. Organ- 
isms causing infections in the mouth, nose, paranasal sinuses, and throat may 
drain into the lungs by way of the air passages. Foreign bodies may be aspirated, 
resulting in atelectasis and its sequelae. Not infrequently malignancies originate 
in the bronchial tree, while others metastasize to the lungs from nearby or remote 
organs through the blood stream. Organisms of disease often pass from the 
abdomen by way of lymphatics through the diaphragm, to produce pleural and 
later pulmonary involvement. 

Many of these conditions result in pleural changes, pulmonary deposits of 
calcium, fibrosis, cavitation, and so forth. Not one, but several of them may 
have left their imprints in the same chest. Hence, the bizarre findings at both 
ante- and post-mortem examinations, the disentanglement of which is sometimes 
impossible by the best diagnosticians and may even cause the pathologist to 
fail in diagnosis. 

Upon finding evidence of disease in the chest of an elderly person, one must 
not name it tuberculosis without sufficient evidence. No matter how prolonged 
and severe the cough, how profuse the expectoration, how frequent or extensive 
the hemorrhages, how excruciating the pain, how high the fever, how rapid 
the pulse, how emaciated the body, tuberculosis is only one of the possible causes. 
No symptom or combination of all existing symptoms is pathognomonic. 

No matter how deformed or immobile the chest wall, how much rigidity or 
atrophy of the chest muscles there is, how dull or flat the percussion note, how 
suppressed or increased the breath sounds, how little or how much the voice 
sounds are transmitted, how few or how many rales are heard or of what type, 
how extensive the X-ray shadows, or how large the cavities—tuberculosis is 
only one of the possible causes of these changes. No abnormal physical sign, 
including X-ray shadow, is pathognomonic. 

The only evidence obtainable that is specific for tuberculosis is the tuber- 
culin reaction and the recovery of tubercle bacilli. In the absence of one or both 
of these findings the physician is never justified in making a diagnosis of tuber- 
culosis. With rare exceptions both are present when tuberculosis exists. In cases 
of long-standing tuberculosis among elderly persons without recent endogenous 
or exogenous reinfections, the sensitivity of the tissues wanes. It may reach so 
low a level that it is not elicited by the usual testing doses of tuberculin. How- 
ever, it can be detected with larger doses. 

No longer does the finding of acid-fast bacilli in the sputum, gastric wash- 
ings, or other suspected material justify the diagnosis of tuberculosis. So many 
nonpathogenic, acid-fast bacilli which have the same microscopic appearance as 
tubercle bacilli have been discovered that one must resort to cultural methods 
and animal inoculation before finally stating that tubercle bacilli are present. Not 
infrequently it is necessary to obtain biopsy material through the bronchoscope 
or otherwise for accurate differential diagnosis. 

No community case-finding program is complete which does not include 
elderly persons. Indeed, where funds are limited it is well to concentrate on the 
citizens of 50 years or older. 

It has been suggested that, since tuberculosis is so benign in many elderly 
persons, the bacilli have lost their virulence and therefore the disease is not con- 
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Fig. 3. Made from X-ray film taken July 1935 of the chest of a woman of 75 years. 
Sputum contained tubercle bacilli. A few months after caring for this patient, her private 
nurse (previously a nonreactor to tuberculin) had tuberculous pieurisy with effusion. 
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Fig. 4. Made from an X-ray film taken in April 1938 of the chest of a man of 68 
years. He reported to a clinic for urological investigation. He reacted slightly to the 
routine tuberculin test. The X-ray shadows in the left upper lung field were reported as 
representing far advanced pulmonary tuberculosis with cavitation. History revealed 
that at the age of seven years he had “lung fever,” after which, his physician stated, the 
“top of the left lung had hardened” and would always remain so. He had experienced 
almost no cough or expectoration or other symptoms referable to the chest at any time 
except for three or four months after a second attack of pneumonia in 1904. During 
1938-39 numerous specimens of throat clearings were not found to contain tubercle bacilli 
by direct smear or culture. From all available evidence the lesions were nontuberculous 
and had probably been present for more than sixty years. 


TUBERCULOSIS IN PERSONS OVER FIFTY 35 


tagious. Whether this actually occurs is a subject for investigation. In the mean- 
time, however, not too much credence should be given to this speculation, 
inasmuch as it is not unusual in diagnostic work to find that these tubercle bacilli 
cause disease in animals just as readily as those from younger persons. More- 
over, it is a common experience to find children, nurses, and others reacting to 
tuberculin, or even dying from acute forms of the disease, when no source of 
infection can be found except that in an elderly person (Fig. 3). 


MANAGEMENT 

Elderly persons who do not react to tuberculin, and there are now many of 
them, should be retested annually. All who react on the first or subsequent tests 
should have X-ray film inspection of their chests at once. If no abnormal shadow 
is seen the general examination should nevertheless be completed, since in 
approximately 10 per cent of cases of clinical tuberculosis the lesions are extra- 
thoracic. Whether or not lesions are found outside the thorax, the chest should 
be inspected with the X-ray each year, for pulmonary lesions often first make 
their appearance among elderly people.. In the event a lesion is found on first 
or subsequent X-ray inspection, its etiology should be determined as soon as 
possible. Many such lesions are not tuberculous (Fig. 4). Even when tuberculous, 
such lesions may be of no clinical significance whatever, and therefore do not 
require treatment. Indeed, it is a common occurrence to find old, fibrosed lesions 
that Nature has long since brought under control. They should be kept under 
observation, however, as reactivation is a possibility. Moreover, new lesions may 
appear in the same chest. In other cases the lesions are found to be only smolder- 
ing. They are not progressing to any appreciable extent, but they may be liberat- 
ing tubercle bacilli. In such cases it is largely a matter of controlling contagion. 
Artificial pneumothorax may suffice; if not, when the patient is not too old, 
extrapleural thoracoplasty may be indicated. If the contagion cannot be controlled, 
isolation is necessary. In a small percentage of tuberculous elderly persons the 
disease is definitely progressive and causes symptoms. Such cases are often con- 
tagious and require the usual treatment for tuberculosis. Bed rest is contraindi- 
cated for the majority of elderly persons with tuberculosis, not only because of 
the well-known hazards of the continuous reclining position for the aged, but 
also because of the nonpossessiveness of lesions. Nevertheless, whenever con- 
tagion exists the patient should be strictly isolated. 

With the recent revival of interest and activity in chemotherapy in tuber- 
culosis, it is possible that the near future holds specific therapy for this disease. 
Although the sulfonamides and penicillin have not been found efficacious, the 
sulfones have offered some hope as suppressing agents. The most effective 
preparation to date is an antibiotic, made from Actinomyces griseus, and known 
as streptomycin. This drug has exerted excellent control over experimental 
tuberculosis, and there is some evidence that it actually sterilizes bodies of animals 
with reference to tubercle bacilli. Hinshaw and Feldman have made a preliminary 
report on the effects of this drug on tuberculosis in man. To date their work 
offers more encouragement than has ever before been experienced in chemother- 
apy. However, their studies are not yet completed, and therefore final conclusions 
cannot yet be drawn with reference to the efficaciousness of streptomycin in 
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tuberculosis in human beings. In the event this drug proves effective, it may be 
of great value in treating tuberculous elderly persons, as well as those of other 
ages. 

PROGNOSIS 

Primary tuberculosis apparently pursues the same benign course in elderly 
persons as in those who are younger. Individuals who become infected for the 
first time in the later decades of life, as well as those who enter this age period 
with primary lesions containing living tubercle bacilli already established, are in 
danger of developing both acute and chronic reinfection forms of tuberculosis. 
When a primary or other focus erodes into the subarachnoid space, a ventricle 
of the brain, or a blood vessel, fatal meningitis or generalized miliary tuber- 
culosis results, just as when such incidents occur in the earlier decades of life. 
Old, smoldering lesions, even though they are contagious, may not shorten life 
or even handicap the individual’s activities (Fig. 5). They usually do not cause 
death. The following is a good example: In September 1928, I was called to 
the home of a clergyman of 64 years because he was having profuse pulmonary 
hemorrhages. Such episodes had occurred about thirty-five years earlier and in 
the interim blood spitting was not unusual. During and following these attacks 
he took cod-liver oil and “rested” for a few days. My examination revealed 
evidence of far advanced disease with cavitation in the upper lobe of the right 
lung, which seemed to be of long standing. Tubercle bacilli were abundantly pres- 
ent in the sputum. The patient appeared to be in excellent general health and 
stated that he must not be away from his church. Although his case was reported 
to the health department, there was at that time no provision for compulsory 
isolation, and therefore in a few days he resumed his church duties. He was 
next seen in July 1929, when he appeared well and weighed 213 pounds; how- 
ever, the lung findings had not changed. On September 1 of that year he left to 
accept a pastorate in another city. The next visit was in June 1933, when he 
weighed 218 pounds and had an excellent working capacity, but no demon- 
strable change had occurred in the area of disease. In August 1937, because of 
impairment of sight, he had recently resigned his pastorate, but his general health 
was excellent. He was seen in 1942 and 1944, when he weighed 206 pounds but 
had symptoms referable to the chest. The evidence of cavitation persisted. In 
October 1945, at the age of 81 years, he again had pulmonary hemorrhages, but 
still appeared well. 

At the time of the September 1928 call, a very attentive daughter of 23 
years was present. She had a severe hunchback deformity resulting from tuber- 
culosis of the spine, which began when she was three years old and was diag- 
nosed when she was seven. Throughout the years following the early death of her 
mother this daughter managed the household, and therefore was in intimate 
contact with her tuberculous father. In April 1945, when she was 41 years old, 
she reported for examination because of pulmonary hemorrhages which had 
occurred in July 1942, December 1943, and March 1945. She was then found 
to have chronic pulmonary tuberculosis. Another hemorrhage occurred in Novem- 
ber 1945. Thus, there is presumptive evidence that this girl contracted tuber- 
culosis from her father before the age of three years and had ample opportunity 
to be reinfected during the next thirty-eight years. 
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Fig. 5. Made from an X-ray film taken in January 1940 of the chest of a man of 87 
years, Although there was a history of cough and expectoration for more than forty 
years, he had not been examined, as he was not incapacitated. His sputum was teeming 
with tubercle bacilli, which probably had been present throughout the later decades of his 
life. 
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On the other hand, among elderly persons extensions of the disease may 
occur or new lesions appear which respond to treatment in approximately the 
same manner as similar lesions in earlier life. Therefore, the prognosis in any 
given case, whether the disease be manifested only by the tuberculin reaction or 
by the presence of gross lesions, is uncertain. Thus the vicissitudes of the disease 
are carried into old age. 

PREVENTION 

Adequately to prevent tuberculosis in the aged, one must start with infancy 
and protect against contamination with both the human and the bovine type of 
tubercle bacilli throughout the decades of life. As long as we permit children and 
young adults to become infected with these organisms, there is no escape from 
both primary and reinfection types of tuberculosis when they become elderly. 
Primary tuberculosis does not result in dependable immunity, and to date no 
artificial immunizing agent offers significant hope of protecting elderly persons 
against the disease. For those now beyond 50 years who have tuberculosis, 
prevention consists of protection against reinfection from exogenous sources. 
Such infections are just as dangerous to elderly persons as to those in earlier 
life. We have no way of preventing endogenous reinfection. Our only recourse 
is to examine periodically those in whom such reinfections are a possibility, and 
treat promptly if and when they appear. 


REFERENCES 

ARNSTEIN, A.: Non-Industrial Pneumoconiosis and Pneumoconiotuberculosis and Tuber- 
culosis of the Mediastinal and Bronchial Lymph Glands in Old People. Tubercle, 22 :281, 
1941. 

\UERBACH, O. and Green, H.: The Pathology of Tuberculosis in the Older Ages. Quart. 
Bull. Sea View Hosp., 5:237, 1940. 

Baupot, P.: La tuberculose du vieillard envisagee au point de vue familiale et sociale. 
No. 380, 80:110, 1912-13. 

Braun, E.: Die Haufigkeit der Miliartuberkulose im Griesenalter. Corr. Bl. f. Schw. Aerzte, 
47 :1121, 1917. 

CaLMETTE, A.: Tuberculosis in Man and Animals. Baltimore: Williams & Wilkins Com- 
pany, 1923. 

Casparis, H. R.: Personal Communication. 

CHApwIicK, Henry D. and Pope, Atton S.: The Modern Attack on Tuberculosis. New 
York: The Commonwealth Fund, 1942. 

CHAMBERLAIN, D. A.: Phthisis at the Age of Eighty-five. British Med. J. 2:656, 1928. 

FELpMAN, W. H. and Hinsuaw, H. C.: Effects of Streptomycin on Experimental Tuber- 
culosis in Guinea Pigs. Proc. Staff Meetings, Mayo Clinic, 19:592, 1944, 

FetpMAN, W. H., Hinsuaw, H. C. and Mann, F. C.: Streptomycin in Experimental 
Tuberculosis. Am. Rev. Tuberc. 52: October 1945. 

FREEMAN, J. T., and Herken, C. A.: The Geriatric Aspect of Pulmonary Tuberculosis. 
Am. J. Med. Sc., 202:29, 1941. 

Friep, B. M.: Hilum Tuberculosis in an Old Man: The Eariy Localization of Tuberculosis 
in the Lungs in the Adult. New England J. Med., 200:233, 1929. 

GoLpMAN, F. and Wo rrr, G.: Uber Tuberkulose bei alten Leuten. Klin. Wehnschr., 30 :1727, 
1924. 

GriFFitH, A. STANLEY: Bovine Tuberculosis in Man. Tubercle, 18:529, 1937. 

Harrincton, F. E.: Personal Communication. 

HeEpvALL, Ertk: Bovine Tuberculosis in Man. Acta Medica Scandinavica, Supplementum 
CXXXV, Helsingfors, 1942. Mercators Tryckeri, Stockholm. 

Hinsuaw, H. C. and Fetpman, W. H.: Streptomycin in Treatment of Clinical Tuber- 
culosis. Proc. Staff Meetings, Mayo Clinic 20:313, 1945. 


TUBERCULOSIS IN PERSONS OVER FIFTY 39 


IcHox, G.: La valeur de la reaction de fixation dans le diagnostic de la tuberculose pul- 
monaire du vieillard. Paris Med., 40:58, 1921. 

: La recherche des anticorps tuberculeus chez les vieillards. Prog. Med., No. 4, p. 25, 
1921. 

Jennincs, F. L.: Tuberculosis of the Aged. Journal-Lancet, 58 :160, 1938. 

: Tuberculosis after 45 in Indiana. Indiana State Med. Assn. J., 32:559, 1939. 

Joress, M. H.: Pulmonary Tuberculosis in Old People. New England J. Med. 229:885, 
1938. 

Krause, A. K.: Environment and Resistance in Tuberculosis. Baltimore: Williams & Wil- 
kins Co., 1923. 

——-: Resistance to Tuberculosis at Various Ages. Am. Rev. Tuberc. 11 :303, 1925. 

: Remarks on the Laboratory Diagnosis of Pulmonary Tuberculosis. Amer. Rev. 
Tuberc., 18:51, 1928. 

Larrp, A. T.: Tuberculosis in Elderly People. Journal-Lancet 64:208, 1944. 

Lanpouzy, M. L.: Sur la déclaration de la tuberculose (1). De la Désinfection obliga- 
toire, automatique, pour tous les deces. Bull. Acad. Méd., 61:463, 1913. 

Lone, E. R. and Lew, E. A.: Tuberculosis in the Armed Forces. Am. J. Pub. Health, 
35 :469, 1945. 

Lyptin, K.: Uber Beziehungen der zirrhotischen, proliferativen und exudativen Formen der 
Lungentuberkulose zum Lebensalter. Ztschr. f. Tuberk. 37 :260, 1923. 

MiocHE, GERMAINE: Etude sur la cuti-reaction a la tuberculines dans l’enfance. Nourrisson, 
viii, 42. 

Myers, J. A. and Anperson, H. R.: The Significance of Tuberculosis among the Aged. 
Am. Rev. Tuberc., 21 :541, 1930. 

———: Man’s Greatest Victory over Tuberculosis. Springfield, Illinois: Charles C Thomas, 
1940, 

——: County Accreditation Plan for Tuberculosis Control. J. A. M. A., 121:921, 1943. 

: Tuberculosis Strikes at the Aged, too. Mod. Hosp. 62:88, 1944, 

Optr, E. L.: Pathological Evidence of First Infection in Association with Active Pulmonary 
Tuberculosis. Am. Rev. Tuberc. 10:249, 1924. 

OprENHEIM, R., and Coz, C. L.: Fréquence de la tuberculose pulmonaire des vieillards. 
Prog. Méd. 27:5, 1911. 

Oster, W.: The Principles and Practice of Medicine. New York and London: D. Appleton 
& Co., 1920. 

Pevver, S.: Zur Kenntnis der stadtischen Mortalitat im 18. Jahrhundert mit besonderer 
Berucksichtigung der Sauglings und Tuberkulose-Sterblichkeit (Wien zur Zeit der 
ersten Volkszahlung). Ztschr. f. Hyg. 19:227, 1920. 

Peters, L. S.: Tuberculosis of the Aged, in The Care of the Aged (Geriatrics) 173-184, 
by Malford W. Thewlis. St. Louis: C. V. Mosby Co., 5th ed., 1945. 

ScHLESINGER, H.: Richtlinien fiir die Praxis: Diagnose und Therapie der Alterstuberkulose. 
Wien. klin. Wchnschr., 12:1751, 1928. 

ScHURMANN, P.: Der Primirkomplex Rankes unter den anatomischen Erscheinungsformen 
der Tuberkulose. Virchow’s Arch., 260 :664, 1926, 

StuTevitte, O. R.: An Unusual Case of Tuberculosis. Kentucky Med. J. 40:228, 1921. 

Taytor, H. K., and Scuwartz, S.: The Reentgen Findings of the Thorax in the Aged. 
Quart. Bull. Sea View Hosp. 3:250, 1938. 

Wiese, E. Rosert: Tuberculosis in the Aged. Am. Rev. Tuberc. 41:210, 1940. 


























40 


GERIATRICS 








GERIATRICS 


DISEASES OF OLD AGE AND THEIR 
TREATMENT 


INCLUDING PHYSIOLOGICAL OLD AGE, HOME 
AND INSTITUTIONAL CARE, AND MEDICO- 
LEGAL RELATIONS 


BY 
I. L. NASCHER, M. D. 


NEW YORK 


With an Introduction by 
A. JACOBI, M. D. 


WITH 50 PLATES 
CONTAINING 81 ILLUSTRATIONS 


PHILADELPHIA 


P. BLAKISTON’S:SON & CO. 
1012 WALNUT STREET 





Plate 1. Title page of Nascher’s Geriatrics. 








SOME AMERICAN CONTRIBUTIONS TO THE 
LITERATURE OF GERIATRICS 


William Dosite Postell 


WITH THE recent interest in the care of the aged one may gain the erroneous 
impression that the study of geriatrics is of comparatively recent origin. How- 
ever, an examination of the literature reveals some interesting facts in regard 
to this latest specialty, and particularly interesting to us are the contributions 
of American physicians. So important in the history of geriatrics are some of 
these American works that it probably will not be amiss to outline some of them. 

The care of the aged goes back to the time of Hippocrates, the Father of 
Medicine. Hippocrates (9) made the pertinent observation that as a rule the 
aged complained less than the young, but from his keen insight into the diseases 
of the aged he concluded that such chronic ailments as do occur in the aging 
body rarely leave it. He summarized the diseases of old age as follows: 


Old men suffer from difficulty of breathing, catarrh accompanied by 
coughing, strangury, difficult micturition, pains at the joints, kidney disease, 
dizziness, apoplexy, cachexia, pruritus of .the whole body, sleeplessness, 
watery discharges from the bowels, eyes and nostrils, dullness of sight, 
cataract, hardness of hearing. 


Avicenna (980-1037) devoted one of his theses to the care of the aged. 
Thesis three of the preservation of health is entitled “General Remarks on the 
Regimen of Old Age.” Avicenna (8) discussed such topics as diet, exercise, rest, 
and the few drugs that should be administered in the case of bowel obstruction. 

The doctoral dissertation of Roger Bacon (1214-94) was entitled “The 
Cure of Old Age and the Preservation of Youth.” It was this book (1) that 
presaged the modern attitude in geriatrics. 

The first work on geriatrics to appear in America was that of Luigi Cor- 
naro (5), Sure and Certain Methods of Attaining a Long and Healthy Life. 
This work was written in the sixteenth century and was translated and pub- 
lished in America in 1793. The preface to this first American edition was writ- 
ten by Joseph Addison; in it he elaborated on the efficacy of proper exercise. 
Cornaro’s work, written at the age of 83, enjoined the aged to be temperate in 
all things. 

In 1805 Benjamin Rush (12) published as part of his Medical Inquiries 
and Observations a chapter entitled “An Account of the State of the Body and 
Mind in Old Age; with Observations on its Diseases.” He attributed longevity 
to heredity, temperance, mental alertness, equanimity of temper, and matrimony. 
“In the course of my inquiries,” he wrote, “I met with only one person beyond 
Witi1am Dosite Poster, Librarian of the Louisiana State University School of Medicine, has made 
numerous contributions to professional journals in the field of medical bibliography, medical librarian- 
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eighty years of age who had never been married.” The phenomena of the body 
and mind in old age he described as follows: 


A great sensibility to cold; an appetite for food is generally increased ; 
the pulse is generally full; the marks of old age appear earlier in those who 
have combined with hard labour, a vegetable or scanty diet ; old men tread 
upon the whole base of their feet at once in walking; the breath and per- 
spiration of old people have a peculiar acrimony; eyes change to a light 
colour ; failure of memory; moral or religious faculties were not impaired ; 
dreaming is universal of old age, and the fear of death appears to be much 
less. 

The diseases of old age are listed as “weakness of the knees and 
ancles, pains in the bones, involuntary flow of tears, difficulty of breathing, 
costiveness, inability to retain the urine, wakefulness, giddiness, deafness, 
imperfect vision, inflammation of the eyes, pneumonia notha, colic, palsy 
and apoplexy, piles, difficulty in making water, and quartan fever.” 


The therapeutic measures to be taken were simple: Rush recommended 
the application of heat, warm clothing, the company of young people, gentle 
exercises, cleanliness, and bleeding. 

In 1819 there was published in Philadelphia a little book entitled Ax, 
Essay on the Disorders of Old Age, by Anthony Carlisle (3). Carlisle discussed 
the care of the aged almost entirely in terms of regulation of the diet, for, as 
he said: “ . . . the wholesome regulation of diet, clothing, exercise and air, 
are often more important than the administration of drugs, blisterings, or bleed- 
ings.” The therapeutic measures he recommended were the use of cathartics 
and the judicious direction of bleeding. Dangerous operations, he affirmed, are 
rarely advisable in advanced age, as old persons are seldom exempt from consti- 
tutional disorders. 

Dr. Charles Caldwell (2) in 1846 delivered before his class in the Medical 
Department of the University of Louisville a lecture which, at the request of the 
class, was published in pamphlet form and entitled, Thoughts on the Effects of 
Age on the Human Constitution. Typical of Dr. Caldwell’s lectures, this one 
reached the highest pitch of eloquence. However, if one separates the grain from 
the chaff it all boils down to his recommendation of three observances: strict 
temperance in all things, especially diet and drink, moderate exercise in the open 
air, and mental alertness. 

The most important work to follow was by G. E. Day (6), who published 
an excellent monograph that foreshadowed the modern works to come. His 
discussions of the diseases of the aged were modern for their day. 

By the middle of the nineteenth century geriatrics became a scientific study. 
Gradually facts were being accumulated which, when they were combined with 
the experiences of J. M. Charcot (4) and rounded out with the lectures of 
Alfred Loomis, gave to the study of the aged its high perspective. An account 
of the experiences of these two men was published in 1881 under the title, 
Clinical Lectures of the Diseases of Old Age. 

In 1885 J. M. Fothergill published his work “to fill a gap in medical litera- 
ture,” and in 1890 A. Seidel’s essays appeared in Wood’s Medical and Surgical 
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Memoirs. The latter work exhibited the newer attitude, based on known ob- 
served changes in the organism leading to a sensible therapy. 

With this work the early period of the study of geriatrics closed, and from 
then on the separation of speculative philosophy and physiology was complete. 
With the recognition of a type-physiology for this period of life the era of the 
traditional school of the furred tongue, cloudy urine, and diet fads ended. 

Credit must be given to Dr. Ignatz Leo Nascher (1863-1944) for intro- 
ducing our modern concept of the care of the aged. As a young man he became 
very much interested in this specialty while in Vienna, where an internist told 
him of the good results obtained with their aged patients, owing to the atten- 
tion and care given them. This led Dr. Nascher to do further research in this 
field. He encouraged the study of diseases of the aged, gave attention to the 
minor ailments of old people, and later wrote articles for medical journals upon 
the subject. 

Nascher’s first article of importance appeared in 1908 in the Medical Coun- 
cil of Philadelphia and was entitled “Physiological Changes in Old Age.” His 
most important article (11) was published in the New York Medical Journal 
in 1909, In this article he coined the word “geriatrics” from the word “geras,” 
old age, and “‘iatrikos,” relating to the physician. It was in this paper that he 
gave us our modern concept of caring for the aged when he stated: 

Childhood has received special attention by physicians and a special 
branch of medicine has been assigned to it. Senility has received the atten- 
tion of but a few investigators ; aside from these it receives no special con- 
sideration, its manifestations are considered pathological conditions of 
maturity, and its diseases are treated as though they were diseases of 
maturity occurring in individuals who have a weak constitution. Having an 
individuality of its own as clearly defined as childhood, with anatomical fea- 
tures, physiological functions, diseases, and their treatment differing from 
maturity, it should be considered apart and distinct from maturity, and as 
a special branch of medicine. To such speciality I would apply the term 
geriatrics. 

Dr. Nascher was active in the organization of the New York Geriatrics 
Society, which devoted its studies to diseases of the aged, their prevention and 
treatment. Probably Dr. Nascher’s greatest contribution was his textbook, 
Geriatrics, which appeared in 1914 (10). This was the first textbook on geriat- 
rics published in America. 

In the introduction to this work Dr. A. Jacobi made this comment on the 
literature of geriatrics in America: 

Now why is it that the growing interest in many of the branches of 
medical science and practice has not equally been extended to the diseases 
of the aged? It might properly be measured by the literature of the sub- 
ject; but it has not manifested itself by books or pamphlets or magazines, 
nor by a specialistic instruction in our American schools of medicine. . . 
Our American literature is poverty stricken, comparatively .. . 

Dr. Nascher has undertaken to write, what for our country seems 
to be the first modern comprehensive book on the normal and morbid 
changes of old age. 
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on the Disorders of Old Age. 
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The world was slow to recognize the value of the studies advocated by Dr. 
Nascher. For a number of years his writings were the only contributions to the 
field of geriatrics. Gradually, as the medical world became aware of the impor- 
tance of devoting special study to the treatment of the aged, other works made 
their appearance. Today a number of excellent texts are available. Medical jour- 
nals in time began to recognize the importance of geriatrics. The Medical Re- 
view of Reviews was the first journal to devote a special department to geriat- 
rics. In time other journals began to assign special sections to discussions of 
the care of the aged, and today periodicals devoted entirely to this specialty are 


being published. 

Thus from a slow beginning the literature of geriatrics in America has ad- 
vanced from the “poverty stricken” stage to one where it is rapidly assuming the 
proportions of a specialty. 
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Absorption in old age and its diseases reaches back to the religious and 
medical writings of the East and permeates the classical literature. When, in 
1928, the subject was surveyed in a series of lectures on geriatrics at the New 
York Academy of Medicine, the library exhibition . . . included no less than 
thirty-nine medical treatises published prior to 1800.—MuELLER-DEHAM and 
Rasson, Internal Medicine in Old Age. 








GERIATRIC ANESTHESIA 


E. A. Rovenstine, m. p. 


WHEN ONE PROPOSES to discuss comprehensively, or evaluate critically, the 
application of the numerous anesthetic procedures for the aged, he is readily 
aware that the task requires a manuscript of textbook proportions. The variable 
factors that must enter into such an evaluation are even more numerous than 
the physiological disturbances of surgical patients and the pharmacological 
differences of anesthetic drugs. The surgeon and his requirements, the anesthetist 
and his limitations, and the circumstances under which operation is to be com- 
pleted must be considered also. No such lengthy discourse is to be attempted 
here. What follows is an epitomized review of some of the most important 
factors. 

Anesthesia for those in the extremes of life was developed and improved 
for pediatric surgery earlier than for geriatric surgery. In pediatric surgery it 
was soon learned that from the anesthetist’s point of view the infant was not 
a small adult. More recently there is the realization that, similarly, the aged 
are not to be considered merely as individuals of prolonged maturity. It is true 
that with a preponderance of certain operations -he surgical requirements of 
the aged are the same as those of other mature individuals. Anesthesia must 
meet these surgical requirements. However, this appears to imply that the 
procedures adequate for a given operation on the young adult can be used 
with satisfaction for those of advancing years. Such an implication cannot be 
supported. It has been realized for some time that the anesthetic regime is not 
planned solely on the basis of the proposed operation. Modern anesthesia has 
the versatility to permit fitting a safe procedure to the individual and pro- 
viding adequately for the surgical requirements. One might be justified in 
some measure in adopting a given anesthetic drug and technique for an opera- 
tion if one thinks of the operation in terms of the average mature patient for 
whom the surgical intervention in question is most frequently indicated. Few 
who claim the title of anesthesiologist approach the problems of their practice 
with primary consideration given to the operation to be completed. If they 
did, many disappointments would surely follow when their services were 
enlisted for elderly patients. The forceful realization from experience with 
geriatric anesthesia is that patients cannot safely be grouped as surgical entities. 


PLANNING THE MANAGEMENT 
Forethought by surgeon and anesthetist can prevent many untoward 
reactions from anesthesia. Most anesthetists have noted that the complications 
that occur are frequently the unexpected ones, and that deaths which are 
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expected to occur during anesthesia seldom do so. The planning of the 
anesthetic management of a patient is not accomplished satisfactorily by a 
decision to use one or another of the available drugs or methods when the 
patient arrives in the operating room, nor is it concluded by a routine 
order for preanesthetic medication. Such practices, most commonly followed 
today, may be fairly satisfactory in so far as mortality is concerned, because 
the great majority of surgical procedures are relatively simple exercises upon 
patients with little or no serious impairment of their normal physical status. 
The aged patient cannot be included in this category. 

Patients who are not considered good risks and those who may be expected 
to have serious untoward reactions during anesthesia and surgery especially 
deserve the co-operation of those to whom their care is entrusted. At the 
present time, fortunately, the question of who should plan the anesthesia is 
raised infrequently. In the past surgeons accepted this obligation, since they 
were responsible for the operation and to the patient. It did not always follow 
that they could provide the greatest experience with, or knowledge of, anesthetic 
procedures to favor the patient’s welfare. Similarly, the anesthetist or in- 
ternist who was not familiar with the demands of surgery or the patient’s 
condition could not be: expected to serve as a useful consultant in planning 
the anesthesia. It is common practice now to plan anesthesia for poor risk 
patients in the same manner that diagnosis is reached or surgery decided upon. 
The special knowledge of all who have studied the patient is utilized. 

The anesthetist is another factor that must be given due consideration in the 
anesthetic management of patients. Fully qualified anesthetists are not always 
available to permit a wide range of choice among the many methods for anes- 
thesia that now have a merited place in the practice of the specialty. Often it is 
necessary to choose among procedures that are familiar to the anesthetist who 
must be used. Until experience has provided the anesthetist with confidence and 
skill in the use of certain drugs and methods, they should be used, regardless of 
their merits, only with patients who may be classified as good risks. 


PATIENT AND ANESTHETIST 

It has often been observed that gaining the confidence and co-operation of 
older patients sometimes requires patience and time; it may be even more difficult 
if senility is a factor. Often, knowing they have “high blood pressure” or 
“heart trouble” and fearing death from sudden “heart failure,” older patients 
look upon the administration of anesthesia or an operation as a likely time for 
death to occur. Many feel they are too old “to stand an operation.” The anes- 
thetist who sees such a patient shortly before anesthesia can do little to dispel 
this fear ; neither can he hope to allay it regularly with sedatives. A preoperative 
visit to become acquainted, to learn the anesthetic history, and to observe the 
patient in an environment other than the operating room is essentially good 
practice. Such visits should not be made with the surgeon or internist when they 
discuss the case or re-examine the patient. The surgeon and internist can ably 
help the anesthetist by giving the patient the assurance that anesthesia will be 
administered by one with skill and knowledge. This assurance is much more 
important than extolling the merits of a drug or a technique. 
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ASSESSING THE RISK 

No rule of thumb can yet be given for evaluating the geriatric patient for 
anesthesia. Age alone is not a sound criterion on which to base anesthetic 
management. An accu ate evaluation of the physiological and pathological status 
must be gained, with special attention directed to the organs of circulation, 
respiration, and excretion. Senescent degeneration spares few tissues. The 
anesthetist must anticipate a circulatory system that has lost much of its com- 
pensatory mechanisms and is thereiore unable to cope with the insults anes- 
thesia may impose. Circulatory collapse and myocardial failure may be favored 
in these individuals by hypoxia, overdose of anesthetic drugs, or any burden 
placed on the circulation that would usually be tolerated by the average adult. 
It is often difficult to evaluate the cardiac capacity of elderly patients. The 
greatest reliance can be placed on the actual work the patient can perform. The 
breath-holding test is the simplest and most convenient for a rapid, approximate 
evaluation. 

The respiratory system in the aged has undergone significant changes that 
must be given attention. The vital capacity is reduced, emphysema is not un- 
common, and the alveolar exchange of gases is generally disturbed. Induction of 
inhalation anesthesia may be complicated thereby and the accurate control of 
oxygen-carbon dioxide equilibrium during anesthesia made more difficult. 

The liver and kidneys are of special concern, since both these organs 
atrophy, and function is usually impaired. When non-volatile anesthetic agents 
are used, the capacity to detoxify and excrete must be assessed. Drugs that 
have been shown to favor liver necrosis should be avoided. 


PREANESTHETIC PREPARATION 

The limits of this discussion do not permit a consideration of the many 
factors important to preanesthetic preparation. Attention will be directed toward 
the use of such drugs as the hypnotics and sedatives. These are a part of the 
anesthetic regime. 

First for consideration are the hypnotics “that will insure the patient a 
good night’s sleep before operation.” Frequently too much emphasis has been 
given to this one night’s sleep. It is desirable that the patient’s regular sleeping 
habits be disturbed as little as possible. If he has used a barbituric acid derivative 
for sleeplessness, or if he cannot fall asleep at the usual time, a moderate dose 
of one of the short-acting barbiturates will be of value. The benefit of a night’s 
rest should not be gained at the expense of heavy doses of hypnotics. The 
patient’s condition is not improved by profound depression from drugs for 
several hours before operation. He is aroused with difficulty, only to receive, 
instead of breakfast, additional drugs by mouth, and shortly thereafter a hypo- 
dermic of an opiate. 

Preanesthetic medication given shortly before anesthesia serves two pur- 
poses from the point of view of the patient’s safety. First, reducing psychic 
shock is desirable, not only for the patient’s comfort, but also to mitigate un- 
toward effects from emotional disturbances. Psychic shock is often exaggerated 
in the aged, in many of whom mental activity is slowed and brain fatigue easily 
produced. Secondly, by decreasing metabolic activity the amount of anesthetic 
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agent needed to complete the required degree of anesthesia is decreased, the 
oxygen requirements are reduced, and reflex irritability is obtunded. In senes- 
cence the basal metabolic rate is reduced and vigor is decreased. The barbiturates 
are useful for psychic preparation, but in subanesthetic doses they have a minimal 
value in reducing the blood concentrations of gases or volatile agents needed 
for surgical anesthesia. Although they are excellent hypnotics, it must be remem- 
bered that in doses used for this purpose the barbiturates are not analgesic 
in effect. 

Among the opiates morphine is the common choice. When combined with 
scopolamine, it serves well not only to reduce reflex irritability but also to bring 
about a minimum of fear and to depress general metabolism. It is a common 
error to use the opiates in doses entirely too large for pre-anesthetic medication 
of older patients. Those past 70 years of age are usually prepared properly by 
omitting the opiates altogether. As a generai statement with many exceptions, 
one might decrease the adult dose of morphine for those each year over 60 as one 
would for those under 15 years of age. 

It has been noted clinically that when atropine is used in combination with 
morphine for the aged, the respiratory depression is considerably less than when 
comparable doses of scopolamine are used.* 

Demerol has been substituted for the opiates for preanesthetic medication 
in older patients.? Respiration is depressed less and the drug is tolerated well in 
small doses. It may be useful when pain is a complicating preanesthetic factor. 
It is more effective subcutaneously and is rarely needed in doses of more than 
0.05 gm. 

The time element is important in preanesthetic medication. When the short- 
acting barbiturates are used by mouth they are ordinarily given two hours 
before anesthesia. Morphine or demerol and atropine combinations, given 
hypodermically, should be administered not less than 75 minutes preoperatively. 
One of the most common errors is to administer opiates too soon before anes- 
thesia, with the result that their maximum effect will be reached at a time when 
anesthesia is already profound. The maximum effect should be had before any 
anesthetic agent is used. It is experimentally concluded and clinically established 
that morphine and atropine combined in the ratio of 25 to 1 give more favorable 
results than morphine alone. 

The anesthetic agent and technique that will be employed must necessarily 
influence the amount and selection of preanesthetic drugs. If the operation is to 
be completed during locai or regional anesthesia, the barbiturates must not be 
omitted, since they perform a necessary prophylactic role in combating the toxic 
effects of drugs used for nerve blocking. If inhalation anesthesia is chosen, 
slightly larger amount of opiates are recommended when nitrous oxide or ether 
will be used than are needed if cyclopropane is employed. The inadequate po- 
tency of nitrous oxide makes it necessary to depress reflex irritability more 
completely with preanesthetic medication. The effect of ether upon respiration 
is one of stimulation, but cyclopropane has an opposite effect. If respiration is 
severely depressed from morphine, the added effect of cyclopropane may cause 
apnea. 
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BASAL NARCOSIS 

The use of such drugs as avertin in amylene hydrate, paraldehyde, or the 
different barbiturates by rectum, usually referred to as basal narcosis, is seldom 
recommended in geriatric anesthesia. In fact, the rectal use of these drugs must 
be approached with caution for any patient classified as a poor risk from the 
point of view of existing disease processes. Non-volatile anesthetic agents given 
rectally are beyond recovery and control. Moreover, it is impossible to be sure .- 
to what height the injected solutions will travel up the bowel or what the rate 
of absorption will be. The toxicity of these drugs depends largely upon the 
rate of absorption being counterbalanced by detoxification and excretion. If this 
factor cannot be controlled by the rate of administration, or the administration 
terminated when toxic effects appear, the anesthetist is without means to protect 
the patient. With the barbiturates, when the concentration in the blood is in- 
creasing from absorption the rate of excretion from the kidney increases to 
maintain a safe blood level. When the kidneys are not functioning normally the 
rate of excretion may fail to respond properly when this added burden is placed 
upon them. It must be recalled also that avertin places a burden on the liver 
and the kidneys, since its elimination is effected by conjugation with glycuronic 
acid and excretion by the kidneys. For this reason it is not recommended. 


INTRAVENOUS ANESTHESIA 

Intravenous anesthesia has come to mean anesthesia produced by an ultra 
short-acting barbiturate. Pentothal is the most popular of these drugs now in 
use. The term “intravenous anesthesia” is too inclusive. It should be qualified 
by designating intravenous hypnosis or unconsciousness, as contrasted with 
surgical anesthesia, in which profound reflex obtundation as well as uncon- 
sciousness is secured. When used to produce unconsciousness, the intravenous 
injection of these drugs can be useful and attended with little danger, as com- 
pared to their use in doses large enough to complete surgery requiring muscle 
relaxation as well as pain relief. The rate of administration of anesthetic drugs 
can be well controlled by the intravenous route, and injections may be curtailed 
when any untoward effects are noted. The rate of destruction of the barbiturates 
keeps pace with slow administration. When the aim is to produce unconscious- 
ness, amounts that produce toxic reactions need not be allowed to accumulate 
in the blood. 

Frequently intravenous barbiturates are used in conjunction with local, 
regional, or spinal anesthesia, where muscle relaxation is afforded by these 
methods. Their use in this manner cannot be criticized. If, however, the whole 
burden for anesthesia is placed upon the intravenous barbiturate, such toxic 
effects as circulatory and respiratory depression must be anticipated. These 
toxic effects are in the range of severity considered unsafe for the elderly patient. 
It does not alter the danger to give intravenous injections intermittently, since 
with each fractional dose the margin of safety is decreased. This consideration 
constitutes the gravest objection to the use of intravenous barbiturates for pro- 
longed anesthesia. The induction of anesthesia with a single small intravenous 
dose of pentothal may often be useful. Induction of anesthesia is more easily 
accomplished in this way than when a gas, such as nitrous oxide, is used. Nitrous 
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oxide requires special skill if hypoxia and any degree of excitement, so particu- 
larly undesirable for the aged, are to be avoided. It should be remembered that 
most authorities agree that dyspnea or cardiac decompensation contraindicates 
the intravenous use of barbiturates in any amount. 


REGIONAL ANESTHESIA 

Regional nerve block and local infiltration anesthesia, either alone or in 
conjunction with unconsciousness produced by other drugs, have a definite field 
of usefulness in geriatric anesthesia. Procaine is generally considered the least 
toxic of the agents in common use, Satisfactory results have been obtained with 
other drugs, such as metycaine, intracaine, and monocaine, when used in proper 
dilutions. When regional or local anesthetic solutions are prepared for use in 
elderly patients, vasoconstricting agents should not be added. The danger from 
their pressor effects far outweighs their value in delaying absorption of the 
local drug. 

Spinal anesthesia is the most extensive regional nerve block employed in 
anesthesia. The wisdom of using it for the aged has been vigorously debated. 
Before evaluating the merits and dangers of spinal anesthesia for any patient, 
it seems logical accurately to define the extent of anesthesia needed to complete 
the surgery proposed. The extent of spinal anesthetia is the most important 
factor in measuring its safety. The seriousness of the complications that may 
occur is directly proportional to the amount of autonomic and somatic nerve 
paralysis produced. Spinal anesthesia that includes only the lumbar and sacral 
nerves is not to be compared with anesthesia that includes paralysis of the 
upper thoracic and cardiac nerves. 

The most serious complications from spinal anesthesia are those associated 
with a fall in blood pressure and respiratory depression. These may be minimal 
when the extent of anesthetic paralysis does not reach the nerve supply to inter- 
costal muscles. It is established clinically, however, that with paralysis extending 
to the nipple line or above severe hypotension and respiratory depression are 
common. When low spinal anesthesia is needed, the techniques available are 
reasonably more certain to limit the extent to the desired levels than when high 
anesthesia is required. Slow injections of anesthetic solutions with a high specific 
gravity, increased by adding glucose or plasma, will not diffuse to high levels if 
the patient is kept in a slight reverse Trendelenburg position. There is no 
technique that permits such accuracy when high spinal anesthesia is required. 

Numerous clinical studies have demonstrated that postoperative complica- 
tions are greatly increased for patients who have had spinal anesthesia which 
was accompanied by severe hypotension, as opposed to those with slight falls 
in blood pressure. Another factor that should be remembered is the danger that 
exists from hypotension in patients who have had coronary thrombosis or vascu- 
lar accidents. These individuals have degenerative arterial lesions which may 
be the starting point for thrombosis if blood pressure is lowered for a time. 

The selection of spinal anesthesia in geriatric practice might be based 
logically on contraindications to other methods. Unless inhalation anesthesia is 
strongly contraindicated, high spinal anesthesia will rarely be the choice for 
those assessed as poor risks because of respiratory, renal, cardiac, or vascular 








52 GERIATRICS 


involvement. Low spinal anesthesia may be used more frequently if a technique 
to maintain the extent of anesthesia below the nerve supply of intercostal 
muscles is rigidly employed. 


INHALATION ANESTHESIA 

There is less need to discuss the choice of the inhalation agent and its 
accompanying complications than there is to stress the importance of its admin- 
istration. The untoward reactions from inhalation anesthesia result more often 
from improper preparation of patients or errors in technique than from toxic 
effects of the drug itself. 

Of the agents more commonly used, nitrous oxide is the least toxic and 
has wide usefulness for elderly patients. When it is used, premedication is essen- 
tial, and a careful induction should be provided to avoid extremes in anesthesia 
levels and any degree of hypoxia. To do so may be beyond the scope of many 
anesthetists’ dexterity and practically impossible with some patients. If nitrous 
oxide (or ethylene) is used, the anesthetist should proceed cautiously and 
abandon these gases for other agents if difficulty in maintaining safety limits 
is encountered. 

Cyclopropane, because of its potency and rapid induction, without serious 
danger of oxygen-want or obstructive laryngospasm, is often chosen in geriatric 
anesthesia. There are many other properties of this agent to favor its choice. 
It is not a sympathomimetic drug and is not known to increase adrenalin output. 
It is not irritating, does not increase obstructing secretions, and has not been 
found to affect kidney function. There is no evidence that coronary blood flow 
is disturbed, and the effects on arterial tension are minimal unless very profound 
anesthesia is used. The single serious contraindication for cyclopropane is usually 
stated as any abnormality of the conduction mechanism of the heart. Patients 
with existing cardiac arrhythmias or a history of them, except the common 
occasional extrasystole, are poor subjects for cyclopropane, since the drug in- 
creases cardiac irritability. In the use of cyclopropane the warning that should 
be heeded is to change to another agent, usually ether, whenever any disturbance 
of heart rhythm is noted. 

Ether is not often chosen for aged patients. Induction of anesthesia is 
somewhat prolonged when any degree of asphyxia or any amount of carbon 
dioxide rebreathing must be avoided. A transient albuminuria regularly follows 
its use. Its early effects upon circulation are those of stimulation, and adrenalin 
output is usually increased. 

It has been difficult to replace ether with any agent offering a greater margin 
of safety, particularly if the most exacting techniques and avoidance of errors 
in technique cannot be reasonably assured. The use of ether in geriatric anes- 
thesia obligates the anesthetist to provide a cautious induction and the required 
minimum of anesthesia, and especially to avoid rapid increases in the degree 
of narcosis. 

The technique for inhalation anesthesia is the most important single factor 
in providing for the patient’s safety. Procedures likely to precipitate marked 
changes in blood pressure must be avoided. Among the causes of increased 
blood pressure are rapid asphyxia from respiratory obstruction, decreased oxy- 
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gen tension in the inspired atmosphere, increase of adrenalin in the blood, and 
the addition of carbon dioxide to the anesthetic mixtures. 

To provide this big order for safeguarding the aged surgical patient, the 
anesthetist and surgeon must recognize the importance of their tasks and be 
aware of what their respective manipulations do toward enhancing or diminish- 
ing the safety of the patient. Every effort must be made to avoid harmful 
manipulations. For the anesthetist, this means the prompt and judicious use of 
airways, frequently of the endotracheal type, and the proper application of the 
carbon dioxide absorption technique to provide oxygen, prevent carbon dioxide 
excess, and accurately regulate the degree of narcosis. The excitement stage 
during induction and the stimulation of laryngospasm and bronchial obstruction 
from secretions must be avoided. The safety of the anesthesia and often the 
success of the operation will depend upon the ability of the anesthetist to carry 
out his exercises with precision. 

Other methods advanced and defended for anesthesia in older patients in- 
clude refrigeration anesthesia. This procedure has a limited application (i.e., in 
amputations) and may be satisfactory when properly executed. Its merits should 
be argued from the point of view of improved surgical results rather than the 
safety factors in anesthesia. . 

SUMMARY 

Providing anesthesia for geriatric surgery imposes the obligations of careful 
planning, accurate assessment of the risk, and individualized preanesthetic 
preparation. 

In selecting the agent and technique, primary consideration should be given 
to the physical status of the patient, and operating conditions should be ad- 
justed to minimize the burdens placed upon deficient compensatory mechanisms. 

Provided their limitations are observed and their administration carried 
out without error, any of the drugs now in common use may be chosen for 
aged patients. 
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AMERICAN GERIATRICS SOCIETY 


THE AMERICAN Geriatrics Society was founded in June 1942, at Atlantic City, 
by a group of physicians interested in the prevention and treatment of diseases 
of old age. It is the first national society devoted to geriatrics. In 1915, Dr. I. L. 
Nascher had sponsored the New York Geriatrics Society, but only a few meet- 
ings were held. 

Geriatrics is the official publication of the society and will publish articles 
presented at its meetings, as well as papers from other sources. 

The American Geriatrics Society is now an international organization, and 
since World War II is over no doubt articles from foreign sources will be 
received by the journal, which will thus be an international review of geriatrics 
and geratology. 

Plans are now being made for the annual meeting of the society, to be held 
at the Hotel Commodore, New York City, June 13-15, 1946. 








GERIATRICS AND POSTWAR PROBLEMS 


Malford W. Thewlis, m. D. 


AGED MEN and women, previously shelved because of their years, made a 
remarkable showing in war industries and contributed in no small part to win- 
ning World War II. The actual number of elderly persons who were rehabili- 
tated in industry is impressive. Figures after 1943 are not available, but from 
October 1942 to October 1943 the U. S. Bureau of Census showed that 1,500,000 
persons of 45 years of age and over were employed. Of this number 800,000 
were women. Of the additional 200,000 employed persons of 65 years of age 
and over, 100,000 were women. 

During this period social security benefits were in suspension for about 
114,000 beneficiaries because they were in covered employment. Moreover, a 
large group of wage earners eligible for retirement benefits had postponed sub- 
mitting their claims and continued work. 

The Monthly Labor Review pointed out that the 2,100,000 receiving old 
age assistance under the social security program at the end of 1943 represented 
a reduction of 80,500 persons. Since the population 65 years of age or over 
increases by about 200,000 each year, it was estimated that the old age assistance 
rolls would have increased by almost 50,000 persons per annum. On May 29, 
1944, the Pennsylvania Department of Public Assistance reported that during 
the preceding year private industry had taken more than 2000 persons over 65 
years of age from the old age assistance rolls of that state. Some of these 
workers were in their eighties. This situation is not unusual, for during the war 
men of 80 or 90 were working as machinists and factory inspectors and in other 
responsible positions. 

The aged worker does not want to be idle. He prefers remunerative work 
to charity or a pension. 

The War Manpower Commission, in a press release of June 28, 1943, 
noted that the steady rise in employment among older workers showed that 
employers are losing their prejudices against this group. The Report of the 
Committee on Employment Problems of Older Workers (1939) to the Secre- 
tary of Labor said: “Unthinking acceptance of the idea that workers of 40 or 
over are less desirable than younger workers has created a serious situation. 
An examination of factual data on productivity, accidents, sickness, group insur- 
ance, and pension plans, has led us to the conclusion that there is little significant 
relationship between age and costs, and that the prejudice against hiring older 
workers rests largely on inadequate and erroneous impressions. We urge that 
everything possible be done to dispel the idea that workers are through after 40.” 


Dr. Matrorp W. THEw is of Wakefield, Rhode Island, is the author of The Care of the 
Aged (Geriatrics), now in its fifth edition, and Secretary of the American Geriatrics 
Society. 
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The report further stated that there was no decline in earning power with 
advancing age. In some cases the productivity of older workers was actually 
greater than that of younger employees. Accident compensation costs are not 
based on age; therefore insurance companies do not consider accidents in old 
age especially important. 

In an excellent analysis of the older worker in industry, McFarland ex- 
ploded several myths about the elderly worker. Some of his conclusions were: 
There are fewer industrial accidents in elderly workers. Labor turnover is 
smaller, thus decreasing the cost of training new employees. Their output is 
usually equal to that of younger men. They cause less spoilage and general 
breakage. They are more stable, loyal, and responsible. 

The disadvantages of the older employee, as listed by the same author, are: 
Aged workers are absent from work on account of illness for a greater number 
of days than younger workers, but the frequency of illness in older people may 
decrease. There is less adaptability to changes in labor assignment. There is a 
failure of memory for recent events. There is less muscular strength and agility. 

In many labor shortage areas women of 50, 65, and even 70 years of age 
were successfully operating machines, working as bench hands, assembling, 
inspecting, and doing other work. Where speed is not important older women 
are satisfactory. 

It has been shown that the decline in quality and quantity of work after 
40 years of age is less than we have been led to believe. In the Ford factory 
elderly men, even some in their eighties, had been given employment for several 
years before the war. Many of these men were experienced machinists ; some 
were handicapped by blindness, amputations, and various pathologic conditions. 

The elderly worker’s years of experience are a great asset to an employer. 
Pilots in commercial aviation are able to work until 60 years of age. At the 
War Production Retaining Course at Harvard University Graduate School of 
Business Administration, in 1943, it was found that older workers could not 
only retain and master new information, with adequate incentive, but because 
of their past experience in industry were able also to contribute new ideas which 
were original and valuable. These findings offer further reason for educating 
older persons. 

Once we rid ourselves of the idea that chronological and physiological age 
are identical, it will be possible to make further progress in the treatment of the 
aged (geriatrics) and in preventive geriatrics (geratology). 


THE OUTLOOK FOR OLDER WORKERS 

With an estimated 8,000,000 unemployed by the spring of 1946, no doubt 
elderly workers will be. the first to be discharged to make room for returning 
veterans. The outlook for the aged in industry depends on whether we have 
“controlled scarcity” (high prices, low production) or whether the Wallace 
plan (high production, low prices) for 60,000,000 jobs is carried out. This 
question is of course a complex one, and a political one as well. 

If full employment could be achieved in wartime, it certainly could be dup- 
licated through an increase in trade, especially with foreign nations, in the post- 
war period. Wallace showed that 60,000,000 jobs mean 60,000,000 customers. 
It is true that the worker must have adequate income to buy the goods he makes. 
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Table 1 gives a selected list of positions (with basic salaries) available in 
the Federal service as of May 16, 1944, for which examinations were open to 
older persons. While this liberalization of age limits of the U. S. Civil Service 
was a wartime measure, for the sake of the higher age group it should be con- 
tinued in the postwar period. 


TABLE 1 
(From U.S. Department of Labor) 
OPPORTUNITIES IN FEDERAL CIVIL SERVICE, IN 1944 * 








Basic annual 


sives, industrial, marine, 


Position salary * and other fields)........ 2,600—-8,000 
Aeronautical : Engineering aid ........... 1,440-2,600 
Inspector, engineering Expediter (marine) ....... 2,600—3,800 
OL eee $1,620-2,600 Naval architect. ..4.065505 2,600-5,600 
Maintenance supervisor............ Basic annual 
! 3,200 Position salary” 
3,500 Medical: 
Agricultural: Warehouse Dental hygienist .......... $1,620 
MOMMA on sccicccvaseces 2,000—4,600 Medical officer ............ 3,200—4,600 
Clerical and office machine: Occupational therapy aide.. 1,620~2,000 
Calculating-machine Physiotherapy aide.............. 
EEN b.s'sGcwssse<senss 1,440 1,620 
Alphabetic-card-punch { 1,800 
REINOE, Sisesubsassicses 1,260 WOTIDATIDR 0 oss Saw acaeeeuns 
Photostat operator ........ 1,449 1 2,000 
Mimeograph operator ..... 1,260 : 2,600 
Teletype operator ................ Nursing : 
1,440 Graduate nurse in United 
1 1,620 ee ore 1,800 
Economics and business: Public Health nursing 
Accountant and auditor.... 2,600-6,500 COSINE 5s ce ps6 Sees 2,600-5,600 
Economist and economic Miscellaneous : 
analyst ..........0ccee. 2,600-6,500 Laboratory mechanic ...... 1,440-2,300 
Passenger rate clerk.............. RANOBTOPNER 2.6. 66000 040s 1,440-2,000 
2,300 Radio: Radio inspector...... 2,000—2,600 
1 2, Scientific : 
re 2,600-6,500 IEEE cet oi Ng. cis cua eeineat 2,600-5,600 
Traffic and transportation Meteorologist ............. 2,600—5,600 
0 Saree ee 2,600-6,500 0, eee err rere 2,600-5,600 
Engineering : Technical and scientific aid 1,620—2,600 
Draftsman, engineering ...._ 1,440-2,600 Trades: 
Engineer (aeronautical, Instrument maker ......... (°) 
chemical, electrical, explo- fT ee mrs (7) 





* Data are from U. S. Civil Service Commission. Form 2279, Issue No. 4, Opportuni- 
ties in Federal Service, and Supplement No. 1 to the foregoing. 

* Exclusive of overtime compensation for the present 48-hour federal work week, which 
amounts on annual basis to approximately 21 per cent of that part of the basic salary not 


in excess of $2,900 a year. 


* Pay ranges from $7.44 per day to $1.24 per hour. 
* Pay ranges from $7.20 per day to $1.08 per hour. 
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“FORTY-PLUS” EXECUTIVES 

“Forty-Plus” organizations were in operation in this country, Canada, and 
England before the war. They were created for the benefit of higher salaried 
men and women over 40 years of age who were without jobs. In this country 
eleven states were represented. 

The principle involved is simple: each member is to obtain employment 
not for himself but for his fellow members. Awareness of group support had a 
beneficial effect on the morale of the members. The employer, too, benefited 
from the plan; he received assistance because he was selecting qualified men. 
This approach should be tried in the postwar world. Although many of these 
clubs ceased functioning during the war, they are needed again and should be 
resumed. There will be increasing need to establish contact between employers 
and trained executives. 

An example of this need was noted. An engineer, aged 65, had been work- 
ing in a war plant. He was discharged when victory came. He complained of 
dyspnea and numbness of the legs, and was unable to sleep. He was in a state 
of nervous tension. Since his discharge from the war plant he had become de- 
pressed and was afraid that his savings would soon be gone and that another 
job would not be forthcoming. He had no home to go to, since his brother’s 
wife would not allow him to remain. Thus the thought of returning to the town 
where he spent his boyhood days was out of the question. This man was a 
college graduate and a skilled engineer qualified for a responsible position. 

A thorough physical examination revealed no abnormality that would 
account for his condition. The Minnesota Multiphasic Personality Inventory 
showed a T score of 72 for hysteria and 72 for depression. Evidently insecurity 
was the basic trouble. 

This condition may become common in the postwar period. I know of no 
better way of handling it than to recommend such a patient to a “Forty-plus” 
club. The Federal Unemployment Service takes care of those who are not 
trained executives. 


EFFECT OF INCREASED WORK ON THE MORTALITY RATE OF ELDERLY PERSONS 


Statistics in 1944 made from industrial policy holders of the Metropolitan 
Life Insurance Company show that mortality rates were lower than in 1941 
for every age except 15 to 27 years. Thus the over-all mortality rates per 1000 
were as follows: at age 45, 6.89; 50, 10.12; 55, 15.13; 60, 22.29; 65, 33.65; 
70, 52.41; 75, 80.71. 

One might think that increased physical activity is likely to increase deaths 
from old age diseases, especially heart disease, but statistics from the U. S. 
Public Health Service do not show this to be true. Table 2 shows death rates 
for some of the commoner diseases of old age for 1944, 1943, and 1940. 

From Table 2 it will be seen that deaths from heart disease decreased in 
1944 over 1943; also that intracranial lesions of vascular origin, nephritis, 
pneumonia, tuberculosis, and accidents decreased. 

My impression is that old people are more likely to become ill when not 
occupied than when they are busy. When they have nothing to live for there is 
a general mental let-down, followed by physical inactivity. Work, then, may be 
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TABLE 2 
CRUDE AND ADJUSTED DEATH RATES FOR CERTAIN DISEASES, 1944 AND PRIOR YEARS 
(From U. S. Public Health Service) 





Ratio of 
Ageadjusted All Crude adjusted to 
(40 states) states (40 states) crude rate 


Diseases 1944 1943 1940 1940 1944 1943 1944 1943 
Rate per 1000 population 
Vikeers: 5iGecte ees tesuueecenateee eee 98 104 10.6 108 10.6 10.9 .928 .954 
Rate per 100,000 population 
ee MONE AIG oes sss cused Sus Swasasne ee 121.0 120.1 119.9 120.1 130.2 125.8 .929 .955 
SUIDENS IOULAR © 5. 5ssyisoc ess se vensewee 25.1 26.7 268 26.6 27.1 28.0 .926 .953 
PERCRERS SON CEME BICAIE «5 <5 6:6 5.005 Sanne see sie 295.0 307.6 293.9 292.3 320.0 323.8 .922 .950 
Intracranial lesions of vascular origin...... 86.5 90.9 90.4 90.9 942 95.9 918 .948 
PERIENINE CR RINMOE. co osu oss evn easneedwes 63.3 70.3 77.2 81.4 686 739 923 .951 
DN EE Se Tee ee rr 43.1 49.3 543 549 474 52.5 909 .939 
Deerciosis, all Lonms. ....... 6600562 s40%% 39.4 40.8 43.8 458 39.7 41.1 .992 .993 
Accidents (other than automobile)......... 48.2 51.6 45.7 68.2 50.1 528 .962 .975 





a preventive measure against disease. Nothing wears a man out more than 
thinking about old age. 
GERATOLOGY (PREVENTIVE GERIATRICS ) 

Geratology (from the Greek geratos, old age; logos, study of) deals with 
the aging process. It includes the study of preventive measures against disease 
in old age. Physical examinations by private practitioners or by physicians in 
industrial units are not sufficient to cope with postwar problems. There must 
be enough jobs for persons in the higher age brackets. There must be appren- 
ticeships; older workers should receive additional training when necessary. 
There should be university courses for older workers. The University of Chi- 
cago, Stanford University, Harvard University, the University of Pennsyl- 
vania, and the Illinois Institute of Technology have been successful in polishing 
up the talents of displaced executives. Many of these executives have received 
excellent technical positions. 

Old age counseling centers have been instituted in California and in New 
York. The work of the late Dr. Lillien J. Martin was epoch-making. In its 
fifteen years of operation the San Francisco center had 2874 clients who took 
advantage of the full salvaging method. These centers should be extended all 
over the country. 

Another problem is that of older aliens. About 28.2 per cent (1,015,200) of 
these foreigners are 60 years of age and over, and 26.5 per cent (954,000) are 
in the 50-59 age group. As pointed out by the Monthly Labor Review, these 
older aliens have more difficulty in securing jobs than native white and natural- 
ized citizens in the same higher age brackets. 


MEDICAL PROBLEMS 

In this article I have said little about the increased need for hospital beds 

and medical care in old age. This will be a problem in the postwar period, and 
various plans have been offered. I believe that the important problem at the 
moment is to give older workers security in a job. This measure will prevent 
illness and incidentally also reduce state and federal taxation. Along with jobs, 
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it seems to me the next great problems are better housing and improved nutri- 
tion. Nutritional deficiencies cause much difficulty in old age. 


CONCLUSIONS 

Higher aged men and women workers have made a remarkable record in 
war industries. 

The aged do not want to be idle. Give them jobs and they will not ask for 
charity. Prejudices against elderly workers have decreased gradually. 

There is no decline in earning power with advancing age. There are fewer 
industrial accidents in elderly workers. Labor turnover is smaller. Output is 
often equal to that of younger workers. In some cases the productivity is 
increased. Older workers are likely to be more stable, loyal, and responsible. 
Elderly women have been satisfactory in industries where speed is not im- 
portant. Some industries before the war employed men in their eighties. 

Chronological age and physiological age are not identical. 

It will be difficult, if it is at all possible, to keep elderly persons in industry 
when veterans are reintegrated. 

A selected list of positions available in the federal service is given 

“Forty-Plus” clubs have done splendid work in returning older executives 
to work. 

Mortality rates for older industrial workers have not increased during 
the war. 

Deaths from heart disease were less in 1944 than in 1943. 

Geratology (preventive geriatrics) should include apprenticeships, univer- 
sity courses, and old age counseling centers. 

Older aliens should be helped, because it is more difficult for them to 
secure jobs. 

Better housing and improved nutrition are required. 

Periodic medical examinations, proper hospital care, and preclinical studies 
should be made on elderly people. 
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We dread old age, which we are not sure of being able to attain. 
—La BRUYERE 








MENTAL DISORDERS OF OLD AGE 


Harold D. Palmer, m.p. 


CERTAIN psychological changes of considerable magnitude occur naturally in 
the aging process. When these changes go beyond a relatively normal limit and 
enter the realm of confusion, delirium, and psychotic reactions, a search should 
be made to discover the causative or significantly contributory factors. These 
factors fall within two rather narrowly defined categories. There may be either 
a familial, hereditary degenerative tendency, beyond the normal average, or the 
distortions and exaggerations may be produced by toxic or infectious diseases. 
Some patients, usually showing premature intense arteriosclerosis, give a family 
history of senile dementia occurring at early ages throughout the family record. 
The extent to which hereditary tendencies influence the prognosis of these cases 
is not known. Further study of this factor in cases of senile mental disorder 
may ultimately reveal a definite hereditary basis for prognosis. In our study the 
outlook was somewhat more favorable for patients with recoverable physical 
ailments. Many cases that could not be distinguished diagnostically from the 
recovered cases failed to recover. Essentially the same basic treatment was ap- 
plied to all, but it was not possible to foretell which would benefit by it to the 
extent of being able to return to normal life. No uncomplicated case of senile 
dementia, and no case of arteriosclerotic psychosis that was ultimately found to 
be uncomplicated, recovered. Our conclusion is that senile and arteriosclerotic 
psychoses of the true types, resulting from degenerative cortical changes, are 
not reversible, but that in cases not diagnostically distinguishable from the true 
types correction of a second more obscure layer of complications yields a recov- 
ery rate of 25 per cent. 

On the other hand, the mental confusion, disorientation, memory defects, 
and unstable emotionalism following closely upon physical illness must not be 
too hastily diagnosed as progressive senile deterioration. Diseases that affect 
particularly the circulatory efficiency in the brain are capable of producing alarm- 
ing transient acute mental symptoms or more or less long-drawn-out confused 
mental states which recover only with the re-establishment of circulatory 
adequacy. Fatigue states in old age, as well as marked secondary anemia, long- 
standing nutritional deficiencies, and congestive heart failure are frequently 
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accompanied by mental symptoms that closely resemble those seen in states of 
early senility, but may not necessarily indicate actual senile decline. 

Senile dementia and psychosis with cerebral arteriosclerosis are the two 
major problems in the mental disorders of old age. However, it has become 
increasingly evident from recent studies that severe and long-standing mental 
reactions of affective and delirious types must be given appropriate considera- 
tion both etiologically and therapeutically. Involutional melancholia, while not 
a true degenerative disorder attributable to the changes resulting from the 
processes of aging, nevertheless can occur as late as 60 to 65. In the strict sense, 
involutional melancholia cannot be called a mental disorder of old age, since 
the majority of cases occur between the ages of 45 and 55, and the disorder can 
make its appearance before the age of 40. Yet it may be well to sketch briefly 
its cardinal features, since there still persists, even in the minds of medical men, 
a great deal of misinformation regarding its etiology, its prodromal symptom- 
atology, and the psychotic syndrome. Alzheimer’s disease and Pick’s disease 
are rare types of degenerative mental disorder. They are found with relative 
infrequence in psychiatry and are rare in general medical practice. Brain tumor, 
drug intoxications (especially bromide), the so-called infectious-exhaustive 
psychoses, syphilis, alcoholic deterioration, Parkinson’s syndrome, and manic- 
' depressive reactions all occur in the aged as well as in other age groups, and 
when encountered in the aged require special diagnostic and therapeutic skill. 


ETIOLOGY 

Physical Factors. Arteriosclerosis and a degenerative process of the brain. 
cells producing senile dementia are commonly held to be the most frequent 
causes of mental breakdown in old age. Although the mental diseases of old 
age cannot be separated from the biological changes concomitant with the aging 
process of body and mind, the fact remains that these illnesses do not depend 
upon the degeneration of brain cells alone. This fact is clearly demonstrated by 
the finding that the brains of old people who have never displayed clinical 
symptoms of mental disease in many instances show even more severe histologic 
changes than those invariably found in the brains of patients who have ex- 
perienced senile or arteriosclerotic psychosis. It would seem clear, then, that the 
organic destruction of tissue in the nervous system is not always a causative 
factor in the psychoses of the aged. It is unlikely that more than a fifth of the 
persons. with cerebral thrombosis or advanced arteriosclerosis experience re- 
sulting mental breakdown. Inconsistencies such as those commonly noted be- 
tween the pathological and clinical view of senile deterioration are at least 
partially explainable in terms of metabolic deficiency states, many of which are 
to some degree reversible. 

A generally disturbed metabolic function of all cells is the inevitable result 
of inadequate nourishment and the consequent avitaminosis. Vitamin B complex 
and vitamin C are particularly significant in the maintenance of a well-reg- 
ulated tissue metabolism. Deficiency in nicotinic acid and riboflavin leads to 
degeneration of peripheral nerves and lesions of the central nervous system. 
Thiamin chloride, nicotinic acid, and riboflavin are equally important in the 
proper metabolism of carbohydrates, which are essential for normal cerebral 
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functions. Insufficiency of these vitamins produces a neurasthenic syndrome 
characterized by fatigue, lassitude, anorexia, and palpitation. Lack of vitamin 
C permits rapid inroads of infection. The vitamin C content, naturally high 
in normal younger brains, has been found to be considerably reduced in the 
brains of old people. 

Undernourishment and ensuing vitamin deficiency frequently result from 
deficient absorption from disturbed or atrophic gastrointestinal mucosa. Under- 
nourishment may also be the consequence of diets that have been seriously 
altered, owing to changes in the senses of taste and smell—changes that are 
very common in old age. Or it may be that, owing to the loss of teeth and 
difficulties in mastication, the individual fails to include in his diet such foods 
as meat and leafy vegetables, which contain the vitamins necessary to health. 
Hyperthyroidism and febrile conditions increase the vitamin requirement. Febrile 
conditions constitute a frequent cause of depletion in elderly persons. 

New advances in the study of medical and psychiatric problems of the aged 
demonstrate the importance of applying to geriatric medical practice the same 
metabolic principles that are used routinely in attacking the deficiency and toxic 
states in patients of younger age groups. Delay in the investigation and applica- 
tion of this concept must be attributed to the widespread belief that senile and 
arteriosclerotic and other old age mental illnesses are hopelessly irreversible. 
However, recent psychiatric publications have shown this not to be the case, 
and developments in the use of nutrition and vitamin therapy in the general 
medical management of the aged have stimulated a more constructive, hopeful 
medical attitude. 

It is impossible to segregate the psychiatric problems of old age from con- 
comitant physiological processes or disturbances of physical functions. The per- 
sonality structure and mental integrity of persons of advanced age are particular- 
ly vulnerable to the effects of toxins and the fevers of infectious disease. This 
fact is illustrated by our experience in surveying a group of patients with old 
age psychoses from the point of view of toxic, infectious, degenerative condi- 
tions. It is not necessary to demonstrate in any positive way that mental re- 
actions develop purely out of physical disorders. Here we apply our general 
principle that it is necessary in old age psychiatric problems to eliminate any 
kind of infectious, toxic, exhaustive factors. 

When such factors are eliminated results, even in psychotic patients, are 
amazingly good. For example, in our study of 123 cases, diagnosed after ade- 
quate study and legally committed to a mental hospital, nearly 25 per cent, 
having achieved “social recoveries,’ returned to their former occupations or to 
their homes. These cases were diagnosed as senile or arteriosclerotic psychoses 
after three or four weeks of hospitalization and general treatment and observa- 
tion. In this way aberrations caused by alcoholism, trauma, delirium, conges- 
tive heart failure, and transient toxic and infectious states were eliminated. In 
another study (Clow), analysis of 100 patients diagnosed as psychosis with 
cerebral arteriosclerosis showed that under adequate therapy 49 per cent were 
able to return home classified “recovered,” “much improved,” or “improved.” 
The acute confusional states occurring in old age have a remarkably good prog- 
nosis when treated by modern methods based on full knowledge of physiological 
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deficiencies, toxemias, and other reversible pathology in people of advanced 
years. There is much additional evidence tending to disprove the long-standing 
prognostic pessimism. 

Congestive heart failure, kidney disease, anemias, pulmonary congestion, 
depleting enteritis, and toxic states caused by infections of the teeth, sinuses, 
tonsils, gallbladder, and prostate gland or cervix have been found to be con- 
tributing factors to mental failure. Exogenous toxic states caused by chemical 
poisoning or the use of sedative drugs, especially bromides, have appeared 
associated with mental breakdown. In many instances mental symptoms in 
aged patients have been produced by the drugs themselves, and not by the con- 
ditions they were intended to alleviate. Surgical treatment of an organic con- 
dition or long debilitating illness undoubtedly take their toll in the nervous 
system and vascular resistance to advancing age. Senile changes in endocrine 
functions also must be expected to play a part in the onset of senile mental 
changes. Excessive use of alcohol seems to make generally for premature senile 
mental change. Other states contributing to mental breakdown are dehydra- 
tion, various forms of toxemia, extreme fatigue, inadequate sleep, and constipa- 
tion. Perhaps no single case may be said to be caused exclusively by such chronic 
conditions. Multiple causation is the rule, and diagnosis and prognosis are 
complicated by the wealth of contributing factors. 

The objective appearance of senile physical deterioration is not a suitable 
criterion for judging retention of mental capacity. The earliest evidences of 
senile physical change are to be found on careful neurological examination. 
There is often a fine tremor, shown clearly in the handwriting, the gait is 
cautious and later of shuffling character, and speech is slow, hesitant, and some- 
times tremulous. In the arteriosclerotic types vertigo and tinnitus are promi- 
nent early signs. Later, apoplectiform seizures, transient aphasias, and sensory 
disturbances develop. 

The age of onset of senile and arteriosclerotic mental changes depends 
chiefly upon hereditary influences. Although the age of 60 is often set as an 
arbitrary limit for the onset of the senile period, it is obvious that many persons 
of 80 are mentally younger and more completely integrated than others of 65. 
Individual differences are marked. 

Personality Factors. Certain personality factors appear to be important in 
the individual’s resistance or vulnerability to senile mental change. Persons of 
stable personality make-up are able to withstand a considerable amount of cere- 
bral damage, while the less well-balanced personality suffering minimal brain 
damage usually breaks down with frank psychosis. Rothschild suggests that 
anatomic involvement should be regarded as the final precipitating factor in the 
breakdown of persons already heavily burdened. The degree to which person- 
ality characteristics are involved in the precipitation of psychosis is entirely an 
individual problem. Emotional disturbances, such as excessive worries, anxiety, 
financial stress, insecurity, and fear of failing physical and mental powers un- 
questionably are contributing factors, in that they reduce the mental reserves 
and help to render the nervous system more vulnerable. 

In some cases psychological or emotional stress is the only apparent pre- 
cipitating agency. The loss of a spouse, a child, a home, financial security, or 
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independence may be the signal for the onset of mental collapse. In considering 
such cases it should be borne in mind that. these forms of distress are unfor- 
tunately widespread among aging persons. For example, it can be calculated 
readily from vital statistics that to be widowed is the lot of hundreds of thou- 
sands of elderly persons annually. From the proportionately small percentage 
of senile psychoses diagnosed as of psychological origin, it will be seen that 
emotional blows of this kind and other distressing situations are well withstood 
by the great bulk of our elderly population. It may be concluded that such com- 
mon experiences of old age are not in themselves sufficient to cause mental 
breakdown. When psychogenic factors appear to be causative some somatic 
defect or disorder is usually present which renders the person peculiarly unable 
to resist psychological strain. 
THE EARLIEST MANIFESTATIONS OF PSYCHOTIC REACTIONS IN THE AGED 

The differential diagnosis between senile and arteriosclerotic psychosis is 
largely an academic matter, although in their earliest manifestations there are 
a few significant points of distinction. These points will be described under 
the separate entities. The earliest symptoms may not be clearly recognized be- 
cause of their insidious development and the vagueness of personality alterations. 
Early recognition is of great importance, in view of the fact that many revers- 
ible somatic conditions are now recognized as producing many of the abnormal 
reactions of the senile period. 

Senile Psychosis. The onset of senile dementia is characteristically a gradual 
process, beginning with an almost insidious weakening of initiative, loss of in- 
terest in things normally of vital importance in the person’s life, alteration of 
sleep habits, and obvious impairment of memory, comprehension, and respon- 
siveness. In the earliest stages, of course, it is difficult to draw the fine line of 
distinction between the normal changes of age and the earliest beginnings of 
the prodromes of psychosis. These changes, occuring in moderation, may have 
no special import. In a study of the prodromal symptomatology of somewhat 
over 100 cases of senile psychoses the chief early reactions could be traced 
through three definite stages: (1) a neurasthenic-like symptomatology; (2) 
gross exaggeration of lifelong character traits, biases, and prejudices; (3) the 
appearance of frank memory defects, states of confusion, and delusions. 

In the majority of our cases a neurasthenia-like syndrome characterized by 
complaints of weakness, malaise, insomnia, and nervousness had existed for six 
months to one year prior to the mental breakdown. Irritability was a common 
symptom noted by relatives. General practitioners usually saw the earliest mani- 
festations, and frequently these appeared in the convalescence from minor ill- 
nesses, such as colds, grippe, and “flu,” which were followed not only by the 
mental confusion and unstable emotionalism frequently ensuing on the physical 
illness, but also by what seemed to be a permanent change in the personality 
structure. 

In many instances patients suddenly exhibited traits foreign to their earlier 
personalities or showed marked increase of certain minor character defects which 
during a long life had remained submerged. Henderson and Gillespie state that 
“there is not so much a change of personality as a caricature of it.” Thus a 
lifelong trait of saving and caution in financial matters may become exaggerated 
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to the point of miserly hoarding of useless scraps and trinkets and extreme 
penuriousness. A mild distrust of others and hypersensitiveness may develop into 
troublesome suspiciousness, delusions of persecution with threats of retaliation, 
or actual resort to legal prosecution. Old, buried ill feeling and grudges may 
become ignited and inflame the patient to attempts to do bodily harm or to make 
ill-advised complaints to neighbors, friends, or the police. Inhibitory control 
may be seriously diminished, and formerly repressed asocial or antisocial ten- 
dencies permitted to obtrude. Transient sexual interest may lead to impropriety 
of conduct. Normal sympathy and regard for the feelings and opinions of others 
are often lacking, and extreme emotional lability, with undue sentimentality and 
lavish, injudicious charities, may occur. It is in this prodromal stage that patients 
become liable to contract sudden, unsuitable marriages, or to execute a succes- 
sion of new wills, which may be increasingly unnatural and subject to contest 
in court. 

Serious memory defects are frequently an early sign of senile change, and 
are possible sources of danger to both the patient and his family. The patient 
may wander away and become lost or injured; he may turn on a gas burner 
and forget to light it, or turn on a water faucet and forget to turn it off, or 
carelessly put down a lighted match. Such patients sometimes throw money into 
waste baskets or into the fire. Insomnia of abnormal severity and inconsiderate 
and noisy nocturnal restlessness may indicate the onset of mental failure. 

Following the prodromal stage, senile dementia takes the form of gradual 
mental disintegration, without characteristic acute neurological symptoms. A 
typical account of the prodromal symptomatology from our records of a case 
of senile dementia follows. 

A well-to-do business man, 72 years of age, was committed to the hospital 
because of troublesome mental symptoms involving danger to himself and others. 
He was always considered a “lone wolf” in both his professional and social life. 
He often boasted that he made his money by minding his own business and ex- 
pressed the desire that other people keep their noses out of his affairs. For one 
year before admission his business associates had been urging him to retire be- 
cause of his ill health. He had suffered repeated attacks of grippe and “flu” 
and had a good deal of discomfort in his joints and back—diagnosed as chronic 
arthritis. In his business relationships he had become increasingly overbearing 
and cantankerous. He was convinced that the country was going bankrupt and 
that the people should take their money out of the banks and bury it. He very 
nearly caused a run on his own bank by this constant expression of pessimism. 
He became excessively friendly with one of the female employees of the bank, 
a Christian Scientist, and under her guidance took Christian Science treatment 
for his arthritis, but experienced no benefit. Unknown to his associates at the 
bank, he had all his own securities removed from the vault and entrusted them 
to this young woman, who kept them in boxes hidden in her attic. He repeatedly 
ordered the dismissal of old and trusted employees of the bank and gradually 
developed the idea that these persons were “planted” in the bank by the F. B. I. 
in order to “get something on him.” Dietary peculiarities, a lifelong trait, be- 
came exaggerated into a delusion that his food was poisoned, and his woman 
confidante tasted all food before he ate it. Nocturnal restlessness resulted in 
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inadequate sleep, and gradually he became more worried and suspicious and 
watched from the windows for his enemies, who he thought were going to rob 
him. He called the police on several occasions in the early morning hours be- 
cause he thought he saw men creeping through the shrubbery. He regarded his 
memory as phenomenally good, though he continually “lost” his spectacles, his 
fountain pen, checkbooks, etc. He blamed their disappearance on “enemies.” 

Psychosis with Cerebrai Arteriosclerosis. The prodromal stages of psychosis 
with cerebral arteriosclerosis may resemble to some degree the characteristics of 
senile dementia, but in the majority of instances the symptoms of organic neu- 
rological involvement predominate. The commonest symptoms are an apoplecti- 
form seizure of major or minor character and the development of characteristic 
mental changes dating from this seizure. These subsequent mental symptoms 
may develop acutely or may be in the earliest stages little more than an aware- 
ness on the part of the patient that he tires more quickly, that sustained mental 
effort is impossible, and that initiative, self-assurance, and powers of compre- 
hension are diminished. Memory defects, emotional instability, and outbursts of 
unreasonable anger are increased. Such aggravated mental symptoms appear as 
a rule in conjunction with tremors of the hands and face, confused, thick speech, 
head noises, vertigo, generalized weakness, and unsteady gait. A typical account 
of the prodromal symptomatology is found in the following account of the onset 
of psychosis with cerebral arteriosclerosis in a woman of 67. 

The patient was widowed at age 37, and owing to slender means became a 
dressmaker. She had had one child, a girl, who died in infancy. As she grew 
older she became increasingly weighed down with her misfortunes and began to 
display cynicism and bitterness. She withdrew from her few friends and lived 
almost in seclusion, doing what work was brought in to her and rarely going 
out. She communicated with her landlady by pinning little notes on her door and 
complained constantly about other “rooniers.” She was finally asked to leave 
when she was 62 years of age, after living in the same rooms for 21 years. 

At 65 she visited the Out-Patient Department of the hospital and com- 
plained of headaches, attacks of vertigo, and tinnitus. Blood pressure was found 
to be 178/116, and the peripheral vessels were moderately sclerotic. Memory 
was moderately impaired ; she was unable to remember the names of her clients 
or the address or name of her former landlady. Two years later she was again 
seen in the clinic (aged 67), one month after she had been picked up on the 
street in an unconscious condition and taken to a hospital, where the diagnosis 
of a “transient stroke” was made. She had been discharged after regaining 
the use of her left arm and leg. 

Following this cerebral vascular lesion, she did not fully recover her mental 
powers and was confused, irritable, sullen, and ‘suspicious. She threatened to 
“have arrests made,” but refused to name, or could not name, the persons in- 
volved. She was unable to work and lived on assistance from social agen- 
cies. The social agency reported that her room was slovenly, her personal cloth- 
ing unkempt, and her eating habits extremely capricious. She refused to enter 
a home for the aged or to go to a mental hospital. 

At 67 she was brought to the hospital by the police because neighbors had 
complained and had finally had her arrested for threatened violence and dis- 
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turbing the peace. Blood pressure on admission was 180/128, nutritional state 
was poor, and there was marked weakness of the right arm and hand and the 
right side of the face. The right Babinski was positive. She complained that her 
neighbors were operating an electric machine as part of a plot to drive her crazy 
by keeping her awake at night. She stated that she was the only person who 
could hear this machine because it was instantly shut off when another person 
listened. She stated that the neighbors were insane and were determined to 
injure her. She frequently screamed “Fire!” from the windows of her home, and 
pounded on the wall to attract the attention of the police so that they might 
arrest the plotting neighbors. In this way she made a disturbance through the 
night into the early morning hours. She had frequent spells of arteriosclerotic 
vertigo and had fallen a number of times. In the hospital she was confused and 
garrulous and still terrified of her neighbors, who she said had brought about 
her commitment by a “frameup.” She gave dramatic imitations of their actions, 
and was agitated and suspicious, with periods of excitement and profound con- 
fusion. She developed paranoid delusions of persecution about persons in the 
hospital. 

Involutional Melancholia, Involutional melancholia is a grave mental ill- 
ness; it is essential to distinguish it from the “menopausal syndrome.” Symp- 
toms common to the menopause include a wide range of physiological and func- 
tional manifestations, together with certain psychological reactions which are 
natural accompaniments of conscious realization of the onset of involution. It is 
stated by various authorities that only about 15 per cent of all women have 
“some difficulty” during the menopause and that the symptoms are of either ner- 
vous or vasomotor type, in addition to the usual irregularity and cessation of 
periods. It is generally acknowledged by psychiatrists that only a very small 
fraction of women who have menopausal disturbances of one kind or another 
actually develop the mental illness of involutional melancholia. 

Study of the literature relative to endocrine therapy during the involu- 
tional period leads us to believe that serious errors are made in reporting optimis- 
tically on certain supposedly specific therapies for involutional melancholia. In 
reality, the entity described in some of these papers as involutional melancholia 
is simply a combination of minor nervous instabilities, dyspnea, hot flushes, 
nervous tension, vertigo, headaches, sweats, paresthesias, and the vague 
neurasthenic manifestations that often accompany the change of life. That these 
manifestations are of benign character and rarely lead into involutional melan- 
cholia is demonstrated by the fact that only a small percentage of women, treat- 
ed or untreated by endocrine therapy, develop the involutional melancholia 
psychosis. 

We propose to limit the term “involutional melancholia” to the actual 
mental disease, as it is known in psychiatric nomenclature and as defined and 
elucidated in various authoritative psychiatric texts. Our studies have shown that 
patients developing involutional melancholia suffer a breakdown at this time 
because of the culmination of many forces. There can be no doubt that bodily 
chemical changes and structural alterations developing in the involutional age 
period play a part as remote causative agents in the onset of the psychosis. 
However, the endocrine imbalance is not the primary factor, and perhaps not 
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always a significant one in the development of the mental disorder. A total 
psychobiological concept of the disorder must be achieved in order to under- 
stand the true origins of involutional melancholia. 

If the fact of menopause, together with its disruption of endocrine balance, 
is only one of the contributory factors, it is essential that we present evidence 
of other factors which comprise the major portion of the total threat to the men- 
tal equilibrium of the involutional person. These forces, which we believe to 
be of far greater significance in the etiology of the disorder than the physiological 
maladjustments, have to do with the unique features of the prepsychotic per- 
sonality. A careful inspection of the early history of the patient with involutional 
melancholia will reveal that from childhood or puberty he has been an unusually 
guarded introvert, not even allowing himself the fantasied outlets of the freer, 
more harmoniously adjusted introvert. The person with potential involutional 
melancholia has generally imposed a heavy burden on himself in the form of 
numerous restrictions on his instinctual life, has avoided pleasure to the point of 
fanaticism, and has set up for himself a stern, unbending moral code that no 
ordinary mortal could hope to satisfy. Pathologically inhibited, scrupulously 
meticulous about trifles, chronically worried, either justifiably or not, unable to 
free his affective forces for the uses of normal, warm human relationships, he 
has guided his life firmly into a narrow, affectless road which could at best only 
stifle the free play of personality. Rigidity is generally found to be of so pro- 
nounced degree that it not only shows itself in the psychic attitudes of the patient 
but is even transferred to the soma in the form of pathologic tensions and hypo- 
chondriacal disturbances of sensation. The psychotic phase is the culmination of 
a lifelong psychobiologic process of a distinct character ; the pathologic markings 
are unique at each stage of the process. The outstanding characteristic of the 
personality, rigidity, drives the individual into pathologic reaction formations 
at various stages of his career and prepares the way for the development of 
psychosis at the crucial era of transition into the late middle years. 

Not only do the limitations of the personality foster the development of 
involutional melancholia at the time of the climacteric, but also, in a real sense, 
the degree of limitation of the personality determines the prognosis after the 
onset of the psychotic stage. The relation of personality type to prognosis is a 
definite one. Those patients who fail to recover show marked restriction of the 
mental horizon throughout life, and the majority show classic “obsessional 
character.” Only a few of those who recover show obsessive traits. Since involu- 
tional melancholia represents one phase in the development of a lifelong biologic 
process, one is justified in drawing prognostic conclusions from an evaluation 
of the fixity of this biologic process in the prepsychotic stages. 

It is especially necessary to stress the importance of the earliest recogni- 
tion of impending breakdown. The development of persistent hypochondriacal 
trends is a warning sign. There is preoccupation with physical discomforts, 
strange. sensations, “unnatural feelings,” pressure in the head, tight sensations 
about the head, interference with the functions of special sense organs, with- 
drawal of sex interest and genital sensations, or feelings of sexual “deadness.” 
The patient gradually becomes more withdrawing, restricting his social life even 
more rigorously than heretofore. 
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Restlessness becomes a part of the picture, and irritability, impulsive anger, 
and suspicious trends are not uncommon. Interest is withdrawn from external 
objects and egoism is heightened. Satisfaction in life disappears, and contempla- 
tion of decline and death is substituted. Certain physical changes are in evidence: 
increased pulse rate, rise of blood pressure (“menopausal hypertension’), in- 
digestion, anorexia, constipation, and loss of weight. The picture becomes in- 
creasingly severe. As the change gains momentum the outstanding features are 
irritability, heightened intolerance, compulsions, insomnia, anxious depressions, 
and restless pacing. Finally there are added the characteristic feelings of inse- 
curity, complete inadequacy, and fear of the future and of impending dissolution. 


STAGES OF FRANK MENTAL ILLNESS 

Since an understanding of the prodromal symptoms of the mental disorders 
of late life is the key to proper therapy, only a brief discussion of the symptoms 
of well-established mental breakdown is given here. Textbooks on psychiatry and 
the sections on nervous and mental disease in standard medical systems and 
texts contain adequate presentations of the psychotic stages. The material is most 
compactly presented in outline form. The abnormalities in the categories of emo- 
tional reaction, ideation, and action will be briefly stated. 


Senile Psychosis 

Onset is gradual, as noted in preceding paragraphs on prodromal symp- 
toms. These are associated with numerous signs of physical disintegration. 

Emotion. Confusion, disorientation, especially in temporal sphere, stubborn 
adherence to fixed ideas, failure of memory, especially for recent events, mind 
often occupied with reminiscences and pseudo-reminiscences, fabrications, 
amnesia of patchy character, delusions of paranoid type or of grandeur, auditory 
hallucinations, absurd and fantastic delusions. 

Action or Behavior. Hoarding of trinkets and useless objects, reversal of 
sleep habits, with dozing during the day and wakefulness and restlessness at 
night, indecent exposure, incontinence of urine and feces, often coprophilia. 


Psychosis with Cerebral Arteriosclerosis 

Onset may be gradual and is associated with the typical physical symptoms 
of arteriosclerosis of the brain: vertigo, head noises, tremors, unsteady gait, 
paresthesias, transitory “strokes,” aphasias, and apraxias. In some instances 
mental symptoms may not appear until after the occurrence of an apoplectiform 
attack. In other cases mental abnormalities appear only after a series of epilepti- 
form seizures. The mental symptoms can be summarized as follows. 

Emotion. Emotional instability, tearfulness, or laughter without apparent 
cause, irritability, inappropriate outbursts of temper (morbid anger), suspicious- 
ness, and depression may occur with the realization of mental incompetence ; 
morbid apprehension and panic, and terrifying dreams that disturb sleep. 

Ideation. Transient states of clouding of consciousness, and confusion, dis- 
orientation, difficulty in concentration’ and attentiveness, memory defects, espe- 
cially for names, apraxia or aphasia following transient epileptiform or apoplecti- 
form seizures, mental preoccupation with fears, and delusions of threats of 
bodily harm. 
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Action or Behavior. Carelessness and slovenliness in personal attire, neglect 
of personal cleanliness, episodes of violence, restlessness both day and night, 
fatigability, and fairly rapid disintegration, with increasing frequency of “strokes” 
and cardiovascular impairment. 


Involutional Melancholia 

The psychotic stages of involutional melancholia are extremely distressing 
both to the patient and to those caring for him. 

Emotion. Anxious depression, despondency, hopelessness, fearfulness, self- 
accusation of the most horrible crimes, and constant protestations of guilt and 
need for punishment. 

Ideation. Consciousness not clouded, no intellectual deterioration. Fearful 
delusions of body disruption and horrible punishment. Self-accusation of un- 
pardonable sins and crimes against family and all humanity, raking over the past 
in search of every possible sin of omission or commission. Fear of being put to 
death, imprisoned, “boiled in oil.” Hallucinations of terrifying nature. 

Action or Behavior. Agitation, restlessness, pacing of the floor, wringing 
hands, resistive and negativistic, unco-operative, great danger of violent suicide, 
refusal of food, rapid loss of weight because of refusal to eat, and intense agita- 
tion. 

Alzheimer’s Disease (Presenile Psychosis) 

This disorder develops in the fifties, but occasionally as early as age 40. 
It is a rapidly developing organic deterioration due to destruction of the cere- 
bral cortex, especially in the frontal areas. At the onset memory begins to fail 
and mental confusion, disorientation, and aphasic and apraxic phenomena rapid- 
ly make their appearance. Early in the course of the disease an irritable, anxious- 
ly depressive mood occurs, later giving way to profound apathy and loss of 
interest. Slurring of speech, complete interruption of associative relationships, 
inability to read or write, and apparent absence of mental life (dementia) occur 
in the remarkably short space of three to five years. 


Pick’s Disease 

This rare organic cortical degenerative disease occurs between the ages of 
40 and 50 years. Women are more frequently afflicted than men, and in the 
author’s experience there is some familial factor. The mental deterioration is due 
to progressive atrophy of the cerebral cortex, especially marked in the frontal 
and temporal areas. Early symptoms are headache, emotional instability, apathy, 
distortions of time relationships, and uninhibited, hilarious overactivity and silli- 
ness. Aphasic and apraxic phenomena occur, and convulsive seizures are not 
uncommon. There may be constant repetition of stereotyped words or phrases 
having little or no meaning. There is a predominance of focal neurological signs, 
particularly aphasia, alexia, apraxia, spasticity, positive Babinski sign, and 
hemiplegias and monoplegias. Deterioration is rapid. 


TREATMENT 
Since arteriosclerosis, deterioration of cellular elements, and even large 
areas of softening or destruction are found in routine autopsy studies of aged 
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persons in whom there has been no evidence of mental breakdown, it must be 
concluded that organic brain damage in itself is not the primary cause of psychotic 
disturbances. The deciding factor may be the element of chance in the location 
of the lesion or lesions, or additional unsuspected pathogenic agencies. Circula- 
tory disturbances, nutritional defects, avitaminosis, dehydration, toxemia, and 
infectious disease are the largest contributing factors. The element of cerebral 
anoxia is obviously a concomitant factor in these contributing disorders. Thera- 
peutic measures based on the correction of these reversible factors therefore 
constitute the major treatment effort. 

Removal of sources of infection, such as diseased teeth and tonsils, when 
possible, and treatment of such sources of infection by less drastic methods when 
removal is impossible, so that toxemia resulting from infection may be reduced 
to a minimum. Vaccine treatment of infection and its consequences may offer 
promise in cases where the foci of infection are not removable. Extremely small 
vaccine dosage is advisable for elderly patients. 

Correction of constipation is imperative, since this disorder is a chronic 
one among the aged. Stasis of bowl function may reach the point of fecal impac- 
tion, and examination of every patient for such a condition is important. Mild 
laxatives and various combinations of mineral oil and agar should be used, and 
in severe cases of chronic constipation with toxic absorption high enemas and 
colonic irrigations may be necessary. Diet and water balance are of the greatest 
importance. The severe degrees of dehydration, loss of weight, malnutrition, 
and emaciation seen in senile patients admitted to mental institutions prove the 
neglect of these nutritional factors. 

Administration of a high caloric, high vitamin diet is required. In some 
cases tube feeding may have to be resorted to because of lack of co-operation. 
Additional vitamins are essential, and may be given in the form of fruit juices 
and daily doses of two tablespoons of cod-liver oil and six yeast cakes. Vitamin 
B concentrates in the fractionated form are recommended; the average daily 
dose in severe cases of malnutrition is 30 mg. of thiamin chloride by intramus- 
cular injection and oral administration of 75 mg. of nicotinic acid and one ounce 
of vitamin B complex syrup. The administration of vitamin C also occupies an 
important place in the vitamin therapy of old people. Normally the tissues show 
little capacity for storing vitamin C, and since it is known that a diminishing 
vitamin C content naturally accompanies the aging process, it is clear that the 
daily dietary supply of vitamin C may require reinforcement in the form of 
vitamin C concentrates. Infections, febrile states, hyperthyroidism, and diseases 
associated with increased metabolism, which are not easily withstood in old age, 
further increase the requirements of this vitamin, which is known to be par- 
ticularly active in creating bodily resistance to toxins and infections. The vita- 
min C allowance is prescribed according to individual needs, and ranges from 
30 to 100 mg. daily. The benefits of diet and vitamin therapy in the management 
of old age mental disorders cannot be overstressed. The therapeutic importance 
of nutrition in the treatment of any organic illness must be understood in evaluat- 
ing the concomitant mental reactions at any age. 

Administration of abundant fluids is advisable, except where kidney disease, 
cardiac decompensation, or other forms of circulatory embarrassment are spe- 
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cific contraindications. A simple routine is to give between-meal feedings of 
eggnog, malted milk, or fruit juices for the purpose of supplying both nutritional 
and fluid needs. Dehydration is a very common finding in the general medical 
examination of elderly persons, and in severe cases we have found it necessary 
to give 5 per cent glucose solution by hypodermoclysis or by rectum. 

Rest is an almost universal requirement in all elderly patients. During the 
first few weeks of hospitalization the patient should be kept at rest for the 
greater part of the day, although in general it is advisable to avoid strict bed 
rest over long periods because of the danger of hypostatic pneumonia. 

The use of sedation in restless, agitated, unco-operative psychoses requires 
caution. Elderly persons, especially those suffering from advanced vascular 
sclerosis with arterial hypotension, are extremely susceptible to sedative and 
hypnotic drugs, and overdoses may lower blood pressure markedly and slow the 
blood stream to the point where cerebral thrombosis becomes a possible danger. 
In general it has been found advisable to avoid the use of bromides because of 
their rapidly cumulative toxic effect. The preferred drugs are the mild, relatively 
nontoxic, and readily eliminated barbiturates, which are often effective in small 
doses. Overdose of sedatives is to be avoided because of the danger of aggravating 
the already existing mental confusion. 

Exercise, occupational work, and physical therapy are useful. After patients 
become well nourished and rested and sufficiently free from physical handicaps, 
athletic activities suitable for elderly persons may be prescribed, such as bowling 
on the green, golf, walks, croquet, shuffleboard, and the like. It has been found 
particularly important in this age group to evaluate the patient’s physical capacity 
and manage the program of recreational activities accordingly. For co-operative 
patients occupational therapy in the form of useful hobbies which the patient has 
formerly pursued, and is able to remember, can be utilized with benefit. In the 
earliest phases of senile psychosis, occupational therapy is particularly helpful 
in directing the interest of the patient away from the egocentricity and narrow- 
ing of interest that are constant factors in the early stages of the disorder. Mild 
physiotherapy, such as massage, ultraviolet irradiation, mild cabinet baths, and 
hydrotherapy, is usually prescribed, in addition to the normal requirement of 
fresh air and sunshine. 

Psychotherapy. Psychological treatment has a very real place in the pro- 
dromal stages. In the period of convalescence from psychotic breakdown it is 
essential that an effort be made to recreate or re-establish a sense of worth- 
whileness and self-sufficiency and an awareness of being wanted and needed. 
It is too often the case that, with or without reason, the elderly person feels that 
his family and society would be glad to be relieved of his care and that they 
have put him “on the shelf.” An attitude of kindness and understanding in 
those taking care of psychotic patients should be stressed as a therapeutic req- 
uisite. Preventive psychological measures are discussed under the heading 
“Mental Hygiene of Later Life.” 

The usefulness of group therapy in helping older people to reach a better 
social and emotional adjustment should be recognized. It is even possible in 
many instances that individual psychiatric procedures may not fulfill the thera- 
peutic needs of the patient as readily as the group experience. In cases where 
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actual mental rehabilitation is not necessarily indicated, the individual’s oppor- 
tunities for continuing mental performance and personality functioning are cer- 
tainly expanded by participation in group activities. The problems of older 
people are fairly typical in every case: the narrowing range of acquaintances, 
difficulties in family and occupational adjustment, and the resulting feelings of 
loneliness, insecurity, and incompetence. Group discussion allows the individual 
a wholesome release from his internal tensions by the opportunity it affords for 
ventilating grievances and indignation, and also gives him a chance to compare 
his own state with that of others. In addition to the cathartic element, an ensuing 
positive feature must be established as an important part of the group activity. 
Guidance will be needed in helping these individuals to appraise their interests, 
abilities, talents, and emotional and social capacities, in order to combat in- 
activity, find incentives and new interests or revive old ones, engender mutual 
encouragement, and plan a constructive and useful life program. 

Electro-shock therapy may be specifically indicated for patients showing 
definite psychotic manifestations of manic-depressive or late involutional melan- 
cholia. Patients well above 65 years of age who have suffered long-standing and 
profound depression have been afforded a rapid and complete recovery by means 
of this form of convulsive shock therapy. The complications have thus far been 
negligible, especially when the force of the electrically induced convulsion is 
modified by the use of curare. 

Benzedrine sulphate has been administered with good effect to some elder- 
ly patients suffering from depressive reactions. The feeling of euphoria and 
mental stimulation that follows a daily dose of 10 to 20 mg. of benzedrine sul- 
phate is often effective in overcoming the feelings of inadequacy, physical and 
mental inertia, retardation, and despondency that occur in the depressed states. 
A dose of 10 mg. given in the morning and again at noon is effective and not 
unreasonably hazardous in elderly patients if there is no complicating hyper- 
tensive disease. 

All attempts to treat true involutional melancholia psychosis with endocrine 
therapy, psychotherapy, and various combinations of the two have resulted in 
about 38 per cent recoveries. In our experience these methods have fallen far 
short of the recovery rate that can be anticipated from the use of shock therapy. 
The introduction of electrical shock therapy, or “electro-convulsive therapy,” 
has not only reduced the incidence of fractures and other complications but has 
enhanced the recovery rate. Furthermore, the use of curare, given by intravenous 
injection just before the electric shock, has reduced the danger of fracture to a 
negligible figure. Our present recovery rate in involutional melancholia treated 
by electric shock therapy modified by curare is between 85 and 90 per cent. 


PREVENTIVE MEASURES 

Hospital treatment measures used in treating senile and arteriosclerotic 
disorders can be adapted and applied in the earliest phases in the home by the 
general practitioner. In cases showing prodromal symptomatology such measures 
are imperative, and it becomes increasingly advisable for the physician to examine 
periodically, for possible foci of infection, all persons approaching old age, 
and to review habits of rest, exercise, and elimination and the amount of fresh 
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air and sunshine the patient receives, as well as the diet and fluid and vitamin 
intake. 

Since the tendency among old people to ignore nutritional needs is unfor- 
tunately often overlooked or condoned, it may be well to stress again that ade- 
quate nutrition is one of the most important measures in adding “life to the years, 
if not years to life.” The competence of old people undoubtedly rests largely 
upon proper nutrition. The lessened activity of advancing years may lower 
caloric requirements, but it does not obviate the necessity for a continued bal- 
anced diet, with particular attention to fluid intake. The diet should consist of 
normal proportions of proteins, fats, and carbohydrates, reinforced by vitamins 
and appropriately regulated to conform to the individual’s physical needs and 
expenditure of energy. Protein inadequacy is perhaps most frequently met in 
the voluntary or imposed diet restrictions of old people. The requirements for 
protein, unlike those for fats and carbohydrates, do not diminish or vary in 
old age, and in spite of such interdictions as difficulty in mastication, impaired 
digestive ability, or lack of appetite, provision must be made against protein 
deficiency. Hot drinks taken at regular intervals are mildly invigorating and 
help greatly in supplying sufficient fluid intake. Fruit juices are invaluable for 
this purpose, as well as for providing vitamins. 

Of the more important measures, adequate rest is found to be the most 
difficult to secure in the home, especially among persons of narrow means. Elder- 
ly women particularly are often motivated to do daily work far beyond their 
strength by a desire to serve the families who give them a home. Kindness is 
another requisite sometimes lacking in the home. Situations presenting economic 
problems or difficulties of family management should be dealt with according 
to the judgment of the physician, assisted by statistical knowledge that liability 
to mental breakdown increases with age. During the period of senescence, com- 
parable to infancy in susceptibility to disease, it may be expected that preven- 
tive treatment will yield a greater reduction in the number of committed cases of 
senile psychoses than is obtained by hospital treatment of such cases after break- 
down has occurred. The substantial rise in the numbers of old age psychoses 
represents the end effect of pathogenic forces at work in our entire elderly popu- 
lation, and suggests the need of instituting a systematic program for preserving 
psychosomatic health in the aged, approaching in scope that now in effect among 
children in our public schools. 


THE MORE OR LESS NORMAL PSYCHOLOGY OF AGING 

Personality Changes. An understanding of the psychological changes nor- 
mal to the aging process is as important to the physician as his knowledge of 
the diseases associated with advancing age. In a discussion of temperamental 
alterations, it would be wise to call attention to the fact that there is no classical 
picture of naturally occurring mental deterioration. Where such symptoms as 
deeply ingrained mental rigidity, inability to accept new ideas, cantankerous 
irritability, and strong biases and prejudices exist in the man or woman over 
60, they are probably only continuations of lifelong traits, evident throughout 
the adult years. Only occasionally do these idiosyncrasies of age mark the de- 
cline into mental illness. 
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It must be remembered that while the incidence of old age mental break- 
down is high, the incidence of mental normality among old age groups is enor- 
mously higher. It must also be stressed that many of the psychological traits 
accepted as occurring sui generis are really reactions to unsympathetic and 
defeatist attitudes displayed by others against the older age groups. 

Another psychological factor too seldom taken into account is the retirement 
crisis. Industrial workers, especially, have this threat hanging over their heads 
throughout their later years. The worker rarely looks forward to his retirement 
with the pleasurable anticipation he should, because it too often represents to 
him the end of his usefulness and productiveness. He has, in addition, the fear 
of loneliness, and in many instances has made no preparation for the use of 
leisure. Some efforts are being made to insure gradual retirement and to give 
some instruction in the use of leisure, and more attention is being given to the 
utilization of the retired worker in skills and crafts allied to his former work, 
but having no fixed hours, lacking the pressure of industrial production, and in 
other ways fitted to his slowly declining physical energies, yet rewarding in 
terms of emotional satisfaction. 

In general, however, there are certain undeniable alterations in the per- 
sonality and outlook of persons as they grow old. There is some narrowing of 
the mental horizon and some restrictions of interest, partially due to waning 
mental and physical energies. As any practitioner of medicine will testify, “keep- 
ing up” with things can take a good deal of mental energy. Some part of what 
has been called the “natural deterioration” of aging may be due to the bad habit 
of focussing interest solely upon occupation, to the exclusion of those interests 
and hobbies which are the future resources of the elderly man or woman. An 
unfavorable “frame of mind” often occurs in persons past 60, and they become 
mentally obsessed with the idea of growing old. How often we have heard our 
associates and colleagues say, “Well, I’m getting on in years,” or “You know 
I’m getting to be an old man.” There is some likelihood that this “complex” 
of old age is created by the individual as a sort of protection against the admis- 
sion of incompetence or of gradually failing resources. The worry and fretful- 
ness often evident in the elderly may also represent reactions and resentments 
against the handicaps, defeats, and frustrations of life. 

Intellectual Alterations. Intellectual ability begins to decline, not after the 
age of 60, but after the age of 25, and falls off progressively with each succeeding 
decade. By certain tests combining both verbal and nonverbal material it has 
been shown by Wechsler that intellectual ability diminishes in a long, even slope 
after age 25. The loss from age 25 to age 60 is on the average approximately 
25 per cent. These intellectual changes parallel quite accurately the changes in 
physical capacity. In general it has been found by testing that verbal abilities 
hold up much better than nonverbal ones. Many individual factors must be 
taken into account in such generalizations, since such data apply only in a 
statistical sense. For example, a lawyer may have accumulated at 60 a vast ex- 
perience in specialized legal practice and may continue after that age to increase 
his special knowledge and talent. We have examples of brilliant jurists of 80 
and mere whose store of usable intelligence grew materially after 60, and whose 
opinions, based on that vast accumulated knowledge, were brilliant demonstra- 
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tions of the application of that knowledge. Memory function is also shown by 
test to decline, but vocabulary and linguistic functions are less or not at all 
affected. 

Psychological Dynamics Involved. The dynamics of the process are un- 
doubtedly a combination of a large somatic factor and an equally large psycho- 
logical one. The psychic stresses have many components: economic dependency, 
a large social factor in loss of significant place in this fast-moving world, the 
feeling of being no longer wanted or needed, the loss of the supporting strength 
represented by husband or wife or lifelong friends, and loss of interest by the 
world in general in the person inactivated by age. 

Nor are the exogenous forces the only important ones. There are intrinsic 
dangers in the threat of failing physical resources, and, perhaps most significant, 
there is the ever-present, lifelong threat of loss of personal security or adequacy 
of self. The gradual failure of the older person’s ability to deny vulnerability 
of self brings about alarm and fear. Or there may be in evidence all the signs 
of rebellion against the acceptance of the dependence produced by the infirmities 
of old age. After achieving independence it is not an easy thing to find one’s 
self forced by age into a role of dependence. Rebellion and resentment against 
the passivity and social and economic impotence of old age is understandable in 
the person who has been dominant in his home and immediate environment. 
The older person looks vainly for the veneration and deference which, in this 
age, are not forthcoming. Solicitous care and respect for the old men of the 
tribe are not characteristic of our civilized culture. 

We observe in the psychotic stages of senile and arteriosclerotic mental 
failures the projection of the feeling of personal disintegration into the environ- 
ment as paranoid delusions, threats of bodily harm from forces outside the self, 
and delusions of being tortured, murdered, and dismembered. We also see in 
the nonpsychotic, as well as in the psychotic stages, a compensatory self-infla- 
tion, a protective failure-denying grandiosity, a rich and often silly confabulatory 
and pseudo-reminiscent bolstering up of the ego against the onrush of the realiza- 
tion of vulnerability and defeat. Preceding this phase, and perhaps serving as a 
motivation for some of the symptomatology, is the realization of failing capacity 
for more realistic compensatory readjustments. 

In the longitudinal sense, all the mental processes can be looked upon as 
having their roots in the lifelong personality of the patient. When the symp- 
tomatology is closely examined and its possible continuity with prepsychotic 
personality traits is kept in mind, trends reaching back into the individual’s 
basis psychic traits will be revealed. The symptoms then seem like caricatures and 
enlargements of the former hidden or controlled strivings and compensations 
for inferiorities. Psychogenic influences in senescence are made up of the force 
and finality of threats to personal security inherent in the disruption of economic, 
social, physical, physiological, and mental orientation, and in the convergence 
of these disintegrating forces upon the person of advancing years. 


THE MENTAL HYGIENE OF LATER LIFE 
General efforts directed toward promoting the mental hygiene of later life 
will undoubtedly be aided by the present trend toward federal recognition of 
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the problems of the aged. Some of the formerly unanswerable problems of 
economic insecurity are now in the process of becoming settled by old age pen- 
sion systems, both in federal and state governments, and by private measures. 
Some of the mental hygiene suggestions can be summarized as follows. 

1. Physicians who undertake treatment of patients in this phase of life should 
not only attend to the organic factors, but should also give advice and counsel 
concerning social-environmental handicaps. They should penetrate the minds of 
the patients at least deeply enough to discover and uproot any erroneous concep- 
tion concerning the likelihood of the development of mental disease. Since, as 
Oliver Wendell Holmes has said, to achieve longevity one must first choose 
ancestors of long life, and since senile mental deterioration and psychoses with 
cerebral arteriosclerosis are thought to be inherent tendencies, it will be wise for 
the physician to evaluate in each patient the inherited potentialities for sound- 
ness of mind and body. 

2. In old age the long interest and focus of energies upon childbearing and the 
rearing of children have come to an end, and new interests and activities must be 
substituted. Not in every case can the solicitude and care for grown-up or matur- 
ing children be easily relinquished. Parent education should, of course, be begun 
much earlier, but one of the problems of mental hygiene is to point out to elderly 
parents how necessary it is for their children and grandchildren to lead their own 
lives. Anxious care may intrude into the lives of the young persons, and rebellion 
against or rejection of the parents is sometimes the unhappy result. Rejection of 
the parent by the children is thus added to the already heavy burden of dis- 
appointment, frustration, and regret characteristic of later life. The physician 
must help parents to understand the normal rebellion against parental authority 
and to see that selfish tactics in attempting to circumscribe the life of a younger 
person or to crush this rebellion can not only result badly for the child but also 
produce untold and needless mental anguish for the parent. 

3. Compensations and substitutions must be sought for the former solicitude 
directed toward children and family interests. It will tax the ingenuity of the 
practitioner to overcome the rapidly contracting sphere of interest and to generate 
enthusiasm for women’s clubs, political interests, various hobbies such as garden- 
ing and small-time farming, travel, organized recreation, and other wholesome 
outlets. The patient should be helped to see that now, when the need for close 
supervision of children is no longer necessary, he has unusual opportunities to 
carry out long cherished wishes for personal satisfaction. When the process of 
isolation has begun and is in danger of becoming fixed, it may be essential to 
draw up a formal schedule of activities and to plan a campaign to combat the 
increasing egocentricity and contraction of the patient’s life. 

4. Withdrawal from occupation must never be abrupt, and if possible should 
not occur until other interests are ready to absorb and keep alive the patient’s 
mental energies. 

5. It is a common conviction among both men and women that after the 
menopause sexual interest disappears and with it all possibility of sexual grati- 
fication. Abundant evidence shows that this is not the case. Sex interest may 
decline gradually during the fifties, but arrival at age 60 does not mean with- 
drawal of sex interest from life or abrupt senile atrophy of the genital organs. 
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6. The psychotherapeutic attack must be varied, taking into account the 
psychological make-up and background of the individual and the assets and 
liabilities of the patient as of the moment he presents himself to the physician. 

7. Athletic and recreational activities designed for elderly persons should 
be further developed, i. e., bowling on the green, walks, croquet, shuffleboard, 
and the like. It is more important in old age than at any other time to evaluate 
the patient’s physical capacity and match it with a program of recreational 
activities, 

If mental hygiene efforts are to be successful in the prevention of involu- 
tional melancholia, the physician must be alert to the dangers inherent in the 
too strongly inverted, inhibited, highly repressed, narrow personality. Every 
effort should be made to free the emotions and to promote relaxation, vaca- 
tions, hobbies, and extroverted social interests. The same phrases run throughout 
the histories of the typical involutional melancholia patient: “he was a man 
devoted to his work, never took a vacation” ; “she was a devoted mother, worry- 
ing about her family, conscientious to a fault”; “she was a self-effacing, self- 
sacrificing, altogether consecrated person.” These laudable traits are not to be 
deprecated, and, indeed, in our present world merit praise; but even devotion 
and self-sacrifice have their dangers when carried to extremes. The almost 
fanatical exclusion of all recreational interests and the marked restriction of 
pleasure-seeking interests spread into every sphere of the patient’s existence. 
The physician who is mental-hygiene conscious will have little difficulty in recog- 
nizing the unwholesome nature of such traits. 

It is not only in regard to lifelong personality traits that involutional melan- 
cholia possesses a high degree of predictability; in the long-germinating pro- 
dromal period as well there are numerous signs of failing control which should 
warn the physician of approaching danger. In our study, 86 per cent of cases 
had a prodromal period of six months or longer, and 54 per cent of one year 
or longer. The extraordinary length of this prodromal struggle and the unusual 
resistance of the patient are the concern of mental hygiene. Time favors the 
corrective attack. 
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To know how to grow old is the master work of wisdom, and one of the 
most difficult chapters in the great art of living. 

At what age is our view clearest, our eye truest? Surely in old age, before 
the infirmities come which weaken or embitter. The ancients were right..The 
old man who is at once sympathetic and disinterested, necessarily develops the 
spirit of contemplation and it is given to the spirit of contemplation to see 
things most truly.—AmIEL’s Journal. 








BRONCHIAL ASTHMA WITH SPECIAL 
REFERENCE TO ITS ELDERLY VICTIMS 


Jonathan Forman, M.D., F. A.C. A. 


AstHMA has been known for ages, but in recent years it has taken on new im- 
portance. A knowledge of its management is even more important now that we 
know so much more about allergy. Moreover, industrialization and the consequent 
centralization of 85 per cent of our population in cities seems to have made 
asthma and other allergic manifestations much more prevalent. Our attempts to 
control our climate by means of air-conditioning machines are still crude and 
merely add to the wide variation in temperature and humidity to which we are 
subjected. The variations in our environment produced by modern living put a 
great strain upon our autonomic nervous systems. As the years go by many of 
us develop imbalances of the nervous system which increase our disposition to 
develop asthma. 

The stories of asthma in older people divide readily into two groups. There 
are those who have had a nasal allergy for years, accompanied more and more 
frequently by a cough, especially as the nose and its accessory sinuses become 
infected. Finally the “bronchitis” becomes full-blown asthma. As a rule such 
patients have come from allergic families. The second group consists of persons 
who in middle life or later have developed bronchitis and asthma without any 
previous allergic manifestation. As a rule, too, there is no record that any other 
member of the family has had any such trouble. 

In reading the modern allergy literature one frequently comes upon the 
terms “extrinsic asthma” and “intrinsic asthma.” The context would lead one 
to believe that “extrinsic” means allergic asthma and “intrinsic” means that the 
asthma is not allergic in character. These terms have led to great confusion. 
What is actually meant is that the extrinsic cases give good skin tests with pro- 
tein extracts of foods, pollens, fungi, dusts, and danders, while the intrinsic do 
not ; i. e., the extrinsic cases are atopic and the intrinsic are not. 

In my opinion asthma is virtually always an allergic manifestation. Certainly 
we shall get much further in the care of elderly asthmatic patients if we treat 
them all as cases of allergy of one kind or another. Of course we must realize 
that there are several types of allergy. For the purposes at hand we may proper- 
ly classify our asthmatics as follows: (1) atopic (extrinsic) ; (2) nonatopic 
(intrinsic) : nonreaginic familial allergy ; allergy of infections; allergy to chemi- 
cals, including contact allergy; allergy to serums and biologicals; allergy to 
physical agents. 

The name atopy (literally, “a strange malady”) was given by Coca to the 
common allergy of hay fever asthma, hives, and eczema, to distinguish it from 
reactions to serums and ivy poisoning and the hypersensitive reaction of the tis- 
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sues to the tubercle bacillus. Coca emphasized that it is a disease of human 
beings, that it is apparently inherited, and finally that it is characterized by the 
presence in the blood and tissues of its victim of a special kind of antibodies 
known as reagins. What literally thousands of persons know, namely, that dogs, 
horses, and cows can and do suffer from asthma, hay fever, and hives, did not 
get into medical literature for many years. 

The idea that atopy is inherited along Mendelian lines may be true. The 
familial occurrence may mean only that the genes have been affected in some 
way by weather, nutrition, or other environmental factors. At any rate the con- 
cept breeds despair when harbored in our consultation rooms. Those of us of 
an academic turn of mind cause much needless worry by invoking eugenics. 
Physicians cause unhappiness in so doing, for, as the late Logan Clendening 
rightly observed: “Men are not going to embrace eugenics. They are going to 
embrace the first likely, trim-figuted girl with limpid eyes and flashing teeth who 
comes along, in spite of the fact that her germ plasm is probably reeking with 
hay fever.” 

However, it is the third characteristic of atopy named by Coca that con- 
stitutes the backbone of present-day clinical treatment of allergy. This character- 
istic is the presence of antibodies which may be detected by skin tests and can be 
transferred in the serum of the patient to the skin of another person. This char- 
acteristic is generally recognized and made use of in the search for the cause of 
asthma in both old and young. 

In recent years Coca has described cases of familial migraine, coryza, and 
asthma in which no reagins can be demonstrated and which apparently do not 
fall into the regular types of nonatopic allergy. In those suffering from these dis- 
orders Coca has found disturbances of the autonomic nervous system in which 
the offending allergens can be detected by the tachycardia they induce. He re- 
ports that sympathectomy gives complete and permanent relief. 

Although Coca’s concept and its interpretation have had little confirmation, 
they illustrate that neuroses, organ neurosis, and shock are matters of degree, 
and that the clinical manifestations represent nature’s attempt to prevent the 
breakdown of the personality. This may be the explanation for those relatively 
few cases of asthma heretofore explained on a psychosomatic basis. 

An allergy to chemicals accounts for many cases of asthma. Not much has 
been said about the possibility of contact, but certainly most allergists are famil- 
iar with instances of specific hypersensitiveness to fumes, oils, and gases. Some 
years ago I expressed the opinion that these were due to a contact allergy—an 
opinion in which French Hansel has concurred. 

Many drugs, especially the organic ones, act as allergens and produce an 
asthma. Aspirin is the most common offender and the most difficult to manage. 
The mechanism has been quite clearly defined by Landsteiner, who has shown 
that the chemical unites with the serum of the victim to form a conjugate that 
acts as an allergen. From this point on the story is exactly that of serum sickness. 

The allergy of infection is important in dealing with asthma in older per- 
sons. Some authorities still question the existence of bacterial allergy. There is 
little doubt, however, that allergy to bacteria is the major cause of asthma in 
the elderly patient. 
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Many accessory factors predispose to an attack of asthma or precipitate an 
attack. Almost every one of these factors has at some time been brought forward 
as the cause of asthma. Among such secondary factors are: barometric changes ; 
temperature changes, especially cold ; light ; emotional upsets and worry ; fatigue ; 
focal infection; acute and chronic infections; constipation, especially with food 
allergy ; deficiency states such as malnutrition, hypochlorhydria, vitamin de- 
ficiencies, and particularly thyroid and liver dysfunction; and mechanical and 
chemical irritations, especially dirt, dust, gases, fumes, or fogs. 

With this background let us proceed to make a systematic diagnosis of 
asthma in the elderly patient. 

We shall not go into the many comparatively rare conditions that cause a 
patient to wheeze and have difficulty in breathing. Most persons who wheeze have 
asthma, but not all. 

The physical findings will depend on the severity of the attack. In mild 
cases wheezing and rales can be heard with the stethoscope. In more severe 
cases the character of the breathing may be recognized across the room. This 
breathing is characteristic. The patient is not able to get all the air out of his 
lungs, and the residual air increases at the expense of vital capacity. Vital capac- 
ity estimates made when the patient is not in a paroxysm are of great impor- 
tance. If the capacity is half or less of that expected it is my custom to warn the 
patient’s family that permanent restoration of normal breathing is improbable but 
that paroxysms of coughing and dyspnea can be prevented. 

SKIN TESTS 

By means of complete elimination-substitution identification programs a 
competent clinician can manage allergic patients without the use of skin tests. 
However, the tests are a convenience when properly performed, and they often 
save time for the patient. They are not as likely to prove helpful to older people 
as to younger ones. Dry, parchmentlike skin does not respond to tests as well as 
skin that is well nourished and younger. Moreover, many older persons with 
asthma are already addicted to the use of a nebulizer filled with cocaine, epineph- 
rine (1:100), or some form of ephedrine, the benefit from all of which lessens 
with use. 

It must be remembered that skin tests do not indicate for certain that the 
test substance is or is not the cause of the trouble. They are merely clues, the 
significance of which depends upon the knowledge and skill of the physician, 
and above all upon his familiarity with the properties of his own testing mate- 
rial. For this reason every allergist wants to do his own skin tests in his own 
way with his own materials. It cannot therefore be emphasized too strongly that 
skin tests with atopens are only clues to aid and facilitate the search for the real 
offenders. Good medicine can be practised without them if necessary. 

Like certain other biological phenomena used in medical diagnosis, skin 
tests require interpretation, because positive reactions may have persisted from 
previous allergic disturbances, even in other parts of the body. These reactions— 
for example, pyloric stenosis, infantile eczema, or cyclic vomiting in children— 
may or may not have been recognized at the time. On the other hand positive skin 
tests may indicate oncoming trouble. The most common of such reactions is a 
positive reaction to ragweed or timothy pollen after one season before initial 
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onset of hay fever in the next season. Finally, at times certain testing materials 
may be irritating in themselves and so give false positive tests on everyone, or 
they may become irritating if not properly kept. Extract of house dust, silk, 
tobacco, and certain foods such as rhubarb and cranberries have to be watched 
closely in this respect. 

All substances that are suspect should be put to clinical trial under con- 
trolled conditions, regardless of the results of the skin tests. Likewise, all posi- 
tive tests must be proved before they are accepted. 

COMPLICATIONS 

Emphysema is usually present in the asthma of elderly persons. It may be 
developed before the asthma through trophic change or as a result of the me- 
chanical action of the asthma and its equivalent, the allergic cough. 

In old age the chest walls are rigid and the diaphragm carries most of the 
work of breathing. It is therefore difficult to recognize the emphysema. The ex- 
tent of the dyspnea and the estimate of vital capacity give us some idea of its 
presence arid extent. The distant heart sounds, the accentuated second pulmonary 
sound, and the X-ray examination establish the diagnosis. The characteristic 
barrel-shaped chest is not seen unless the asthma or the cough has persisted for 
years. 
Chronic bronchitis may result from cardiovascular disease, pulmonary tuber- 
culosis, or chronic nephritis, or it may be associated with senile emphysema or 
bronchiectasis. It must be remembered, however, that chronic bronchitis in an old 
person is all too often the equivalent of bronchial asthma. 

Bronchiectasis comes from repeated attacks of coughing, with the resulting 
dilatation of the weakened bronchial walls, which in time form sacs and pouches. 
The cough is usually allergic in nature and should be managed like asthma it- 
self. ‘The weakened bronchial wall represents anatomical defects or an irreg- 
ularity in placing muscular supports in the wall itself. It is the allergy and not 
the structure that is important in producing bronchiectasis. The history of in- 
creasing amounts of sputum brought up on change of position, the clubbing of 
the fingers, and bleeding from the lungs are symptoms. X-ray pictures with 
iodized oil installation will confirm the diagnosis. 

Pulmonary fibrosis is usually secondary to the emphysema of bronchiectasis. 
There is nothing to be done about the condition itself. 

MANAGEMENT 

All patients suffering from asthma, whether intrinsic, extrinsic, or cardiac, 
will do better if they are put on an allergen-avoiding program. One important 
feature of this program is to rid the rooms occupied by asthmatic patients of all 
allergens. Such patients must be free from contact with dusts, pollens, feathers, 
hair fragments, and other potential atopens. 

If there is a positive skin reaction to any of these inhalants, time will be 
saved if hyposensitization is begun at once by the injection of carefully graduated 
doses of well-diluted extracts of the offending material. A word should be said 
regarding house dust. There are specific dusts, danders, and powders that accu- 
mulate in the air of the home. These dusts, brushed from the furniture by the 
careful housewife, fall to the floor or into the electric sweeper, and some frag- 
ments go through the mesh of the sweeper bag into the air and onto the furniture 
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once again. A bagless sweeper that deposits the dust in a bucket of water, or an 
electric air cleaner that precipitates it onto an electrically charged sheet of metal, 
offers an efficient method of dust removal. 

In addition to all the known components which enter into the manufacture 
of household dusts and for which we have specific testing material, there is an 
X-substance. To this substance many persons become sensitive, especially as 
they grow older, for in allergy we become hypersensitive to certain things to 
which we have the most exposure. Today most writers mean this X-substance 
in household dust when they use the term “house dust extract.” Many allergists 
have tried to identify this X-substance, but all efforts have failed. Fortunately 
Dr. Bernard Efron and his associates have been able to concentrate and stand- 
ardize it, so that one can test and treat with proper dilutions of their extract 
with confidence. 

It has been our procedure for fifteen years to use, for testing, vaccines of 
pure cultures of the common respiratory bacteria, from which we sometimes get 
immediate reactions in the form of a wheel or hive similar to those secured with 
inhalant extract. In some cases, especially in older people who have recently 
developed asthma and who give no history of hay fever, perennial coryza, hives, 
atopic eczema, migraine, or gastrointestinal allergic manifestation, we obtain a 
delayed inflammatory reaction. Contrary to what most allergists say, for us these 
positive tuberculinlike responses to bacteria have been as significant as have the 
immediate wheels representing reactions to dusts, danders, and feathers. It is 
true that in the inflammatory reactions, as in the wheel reactions, the positive 
test may represent a historical note relative to some other feature of the patient’s 
life and may have no significance in identifying the allergic cause of the asthma. 

If, as is often the case, our older asthma patients have a positive skin re- 
action to one or two of these bacteria, and we can correlate such a response with 
the history and physical findings of the case, we use a very dilute vaccine of the 
same cultures to desensitize the patient. (Note: We use the term “desensitize” 
in the strictly technical and exact sense, as contrasted with the results from small, 
gradually increased injections of nonbacterial atopens, correctly called “hyposen- 
sitization” and not “desensitization.” ) 

DRUG THERAPY 

So much for the specific management, which in the long run is the most im- 
portant. For the patient’s immediate comfort, however, medication is the impor- 
tant method of treatment. 

The drugs to be used are employed chiefly because they are antispasmodic 
to smooth muscle. The most important of such drugs is epinephrine. Little need 
be said about this drug, except to caution against its use too frequently and in too 
large doses. A dose of % cc. is enough to get the full effect of the drug without 
getting too many of its undesirable toxic side effects. The dose can be repeated if 
necessary. The one serious objection to epinephrine in oil is that one can never 
be quite sure of the rate of absorption. A couple of whiffs, not more, from a 
nebulizer of 1:100 epinephrine are enough. In passing, it should be said that 
some of the plastic nebulizers manufactured for reputable pharmaceutical houses 
are as satisfactory, much less expensive, and last longer than the complicated, 
more expensive, and more easily broken glass nebulizers. 
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The various ephedrine preparations act in the same way as epinephrine and 
have the advantage that that they can be given in pill form. Other members of 
the ephedrine group vary considerably in efficiency and in the side reactions they 
produce. They need be resorted to only when the ill effects of epinephrine are 
to be avoided. 

For the very old patient as for the very young one, there is still a need for 
an asthma powder containing powdered belladonna and stramonium. These pow- 
ders should be burned and the smoke inhaled. This treatment is especially valu- 
able because it can be used as often as necessary without danger of inducing a 
status asthmaticus. 

For patients who have nervous tension and a rather profuse nasal secretion 
contributing to the asthma, we find the proper management, until the offending 
allergen has been detected and controlled, to be doses of syntropan in 100 mg. 
doses three times daily for one week, gradually reduced to whatever dose is 
necessary. 

The only other drug of this group that we have found use for is aminophyl- 
line, used in 0.5 grams doses in rectal suppositories. One of these inserted at 
bedtime does away with night calls and wakeful nights. They can be used until 
the paroxysms are under control. Then the physician will do well to protect him- 
‘self by insisting that a box of these suppositories be kept in the patient’s refrigera- 
tor for use in emergencies. 

In treating hypersecretion of the bronchial glands our standby is sodium or 
potassium iodide, syrup of ipecac, and apomorphine hydrochloride. 

If small doses of iodides are kept up, together with an adequate storage of 
glycogen in the liver, status asthmaticus will not develop. All our medication 
unites to deplete the liver of its glycogen, and at the same time all the poison 
engendered by the asthma and its causative allergy must be neutralized by the 
depleted liver. 

PROGRAM FOR THE ELDERLY PATIENT 

For the elderly patient who consults me for a bronchial asthma or “asth- 

matic bronchitis,” I institute at once the following program: 


Rx: cc. Or grams 
NE UE 5-4 Siw Sabie ws HOE ee 8.0 
Ce WIE ci Sais ok dines pescadonasis 1.6 
Ephedrin. Hydrochloridii ................. 0.6 
Se. TE onk66k i x6 os 8x. weed wa 20.0 
Aqua Oi © GO isk, Mi wreak 120.0 


M. et sig. One teaspoonful in water to be taken upon awakening, and at 
10 a. M., 2 P. M., and 8 P. M. 

The patient is cautioned to take only one bottle of this preparation and to 
watch for gastric distress, swollen salivary glands, marked rhinorrhea, and, more 
frequently, skin eruptions, and to stop the medicine at once if any of these re- 
actions occurs. If all goes well, or only the digestion is disturbed, enteric-cvated 
tablets of potassium iodide, grains five, are given thrice daily, three weeks out 
of each calendar month. 

Rectal suppositories, each containing 0.5 grams (7% grains) of aminophyl- 
line are prescribed to be used at bedtime if the nights are troublesome. In any 
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event, a supply of the suppositories should be kept in the family refrigerator for 
emergency use. 

A four-ounce box of the stramonium-belladonna powder is given to the 
patient, with instructions to burn freely and inhale for cough or when paroxysms 
begin. 

Full, written instructions are given for making the bedroom allergen-free 
and methods for cutting down exposure to atopens in the home. 

The patient is instructed to drink lemonade or other sweetened fruit juice 
freely, since all medicine prescribed tends to deplete the liver of its glycogen. This 
also prevents the dehydration of the tissues. 

The patient is given a full, balanced diet, with no restrictions until it is 
established by skin testing or clinical observation that specific foods are definitely 
harmful. 

SUM MARY 

It is my practice to look upon all cases of asthma as primarily allergic in 
character. In older patients a large percentage will be found to fall into one of 
the nonatopic groups. Patients are therefore put in an allergen-free room, on 
a balanced diet. They are given lemonade for its additional amounts of carbo- 
hydrates and vitamin C. There is a definite system of therapy which involves the 
use of small doses of iodides. This program prevents the occurrence of status 
asthmaticus and gives the maximum amount of relief until hyposensitization with 
protein extracts or desensitization with specific vaccines is accomplished. 





THE PROBLEM OF LONGEVITY 


THE SINGLE most important medical problem awaiting solution is one that has 
received the least scientific attention. It is the problem of longevity. A few 
individuals survive a hundred years, and there are reports of some that have 
lived as long as 135. In contrast, every physician sees patients who are physically 
and anatomically senile and worn out at 40. Unlike Topsy we do not just grow 
old. There are internal chemical and endocrine changes that determine the rate 
at which we develop, and then go down hill. But what these vitally important 
changes are is something that we know less about than what goes on on the 
planet Mars. 

Significant gains have been made in prolonging the average life span of 
our population. These have been won not through a better understanding of 
the nature of the process of aging but through the conquest and control of 
specific killing diseases, such as infections which appear to bear little, if any, 
relation to the rate at which the timepiece of each life runs down. An adequate 
program of research on the physiology and chemistry of the aging process should 
enable us to identify and control at least some of the factors that influence the 
rate at which we grow old. If some individuals can live to a hundred or beyond, 
with this knowledge two things are possible of attainment: the long-lived indi- 
viduals can be made to live a little longer, and the lives of many more and even- 
tually most human beings can be prolonged to that ripe old age—THeEoporeE G. 
Kiumpp, M. D. in The New York Times Magazine, November 18, 1945. 
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GOOD OLD AGE 


As wE launch Geriatrics on the sea of medical journalism we naturally hope 
for its friendly welcome in many Aesculapian ports. We base our hope on the 
belief that there is need for a journal devoted exclusively to a branch of medi- 
cine that has come to special attention. 

The increased span of human life in recent decades is admittedly attribu- 
table to progress in child care. Pediatricians are now bemoaning the fact that 
theirs is a vanishing specialty. They support this view on the basis that diets 
and inoculations against childhood diseases have well-nigh eliminated these 
disorders and that their activities are therefore limited to prevention. An office 
nurse often presides over the program of immunology according to a well- 
accepted time and dosage schedule furnished by the pharmaceutical house sup- 
plying the required material. In like manner it may be said that anyone capable 
of reading a slide rule adjusted to the age and weight of the child can usually 
prescribe the proper food formula. 

Tuberculosis, according to Dr. Haven Emerson in his John W. Bell Lec- 
ture before the Hennepin County Medical Society in Minneapolis in December 
1945, will be entirely eliminated from our fair land by the end of the century. 
He quoted statistics of progress to substantiate his contention. 

Typhoid fever is the outstanding example of what modern sanitation has 
done to eliminate infectious diseases of the alimentary canal. This disease, once 
prevalent, has become so rare that clinical teachers are hard pressed for an 
adequate supply of cases for demonstrations before their classes. Wonderful 
advances have been made in the treatment of syphilis. 
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These are some of many examples that must come to the mind of every 
thoughtful student of medical progress. What must be equally apparent to every 
conscientious observer of trends is that the advances referred to have had 
chiefly to do with the infectious diseases that attack us before middle life— 
which Charles H. Mayo loved to describe as that time of life when one quits 
growing at each end but continues in the middle. His illustrious brother, Wil- 
liam J. Mayo, a master at commanding attention with a first-sentence pro- 
nouncement, once said when he rose to speak in a symposium on cancer at the 
University of Minnesota Medical School: “Cancer is a curable disease.” He 
paused for a moment to permit this oracular statement to seep in and then pro- 
ceeded to defend his assertion by stressing the necessity of early diagnosis and 
the recognition of a precancerous stage. 

As everyone knows, life does not begin at forty, nor does it end at forty. 
We might say that life begins to end at forty, because from that time on meta- 
bolic diseases take a quickening toll. This is where geriatrics comes into its field. 

It is the aim of geriatrics to prolong life, not in misery but in comfort; to 
make for a serene and beautiful twilight time of life, so that all may join San- 
tayana in his “Minuet on Reaching the Age of Fifty”: 

Old age, on tiptoe, lays her jeweled hand 
Lightly in mine. Come, tread a stately measure, 
Most gracious partner, nobly poised and bland. 


A. EB. HH, 


OPPORTUNITIES IN GERIATRICS AND GERATOLOGY 


Increased attention has been given geriatrics during the past quarter cen- 
tury, since Nascher coined the term in 1909. He was truly the Father of Geriat- 
rics. His interest in the subject was sustained until his death in 1944. He lived 
to see his new specialty recognized. 

In a field already crowded with specialism, geriatrics will not become a 
distinct specialty in the strict sense of the term, but internists, general practi- 
tioners, in fact nearly ali physicians, will find that the principles of geriatrics 
must be applied to their work. While there are specialists in geriatrics, many of 
these are older physicians who are using geriatrics as an excuse for semiretire- 
ment. 

One reason why the internist should also be a geriatrician is that he can 
practise geratology on people of middle age. Paradoxically, the pediatrician 
might be called a geratologist too, because he above all is preventing disease 
which could affect the patient as he grows older. 

Geriatrics actually is the care of the aged, while geratology is preventive 
geriatrics. Thus preclinical medicine and geriatrics go hand in hand. Many 
diseases of old age could be prevented by special attention to the maladies of 
middle age, which condition the patient for the diseases of old age. Thus 
psychosomatic medicine, mental hygiene, endocrinology, gynecology, surgery, 
and other branches of medicine are involved in the prevention of diseases of 
old age. 

Geriatrics, therefore, includes not only the care of the aged, but also the 
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geratologic background of the patient in middle age. Thus the physician must be 
prevention-minded and speculate what the condition of a patient of 40 or 50 
years of age will probably be ten or twenty years hence. Only by such studies 
can life be made more tolerable for people in their advancing years. 

Surgeons were among the first to realize that old persons could stand sur- 
gical treatment. Prostatic surgery opened the eyes of surgeons to the truth that 
a man is never too old to have surgical treatment. Many old people have been 
able to work in comfort a long time following surgery at the age of 75 or 80. 

At the present time there are very few courses in geriatrics in medical 
schools. No doubt as time goes on there will be a series of lectures on geriatrics 
in all medical schools. Nursing schools, too, will be forced to follow this plan of 
instruction. 

Physicians recently discharged from the armed forces find that the increas- 
ing number of older people in the general population will force them to devote 
special attention to geriatrics. Already many of these men are writing to medical 
schools and hospitals all over the country to take special courses in this subject, 
but the answer is always that no such opportunity is available. 

The question arises as to what these physicians should do if they are in- 
terested in geriatrics. This new journal is one of the answers to the problem. 
It will deal with both geriatrics and geratology, especially from the clinical point 
of view. 


M. W. T. 


INDIANA STATE BOARD OF HEALTH CREATES DIVISION OF 
GERATOLOGY 


IN accordance with an act passed by the last session of the Indiana general 
assembly, the Indiana State Board of Health has created a Division of Gera- 
tology, with Dr. William F. King as Director. 

Because public health administration, together with medical knowledge and 
practice, over the past fifty years has so greatly extended life expectancy, the 
number of people living in older age groups is increasing more rapidly than in 
any other age group. The Indiana State Board of Health believes that through 
study of the factors affecting advancing age and the application of knowledge 
now available, or to be made available through study and experience, concerning 
the diseases and disabilities of age, not only may the years of life be increased 
in number, but also that increased happiness and usefulness may be added to 
these years. 

While there can be no fixed or predetermined point at which maturity can 
be said to end and senescence to begin, census facts show conclusively and 
dramatically that increase in average age continues with accelerated speed with 
each recurring census decade. 

In 1900 approximately 18 per cent of the population of the United States 
had reached the age of 45 and over. The census of 1940 showed that 27 per cent 
of the total population were 45 and over. The Census Bureau, by projecting the 
present trends in population age’to the census of 1980, predicts that in that year 
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those of 45 and over will constitute more than 40 per cent of the total popula- 
tion. The number of men and women in the State of Indiana who today have 
attained the age of 60 and over is in excess of 350,000. The number in this age 
group in the continental United States is estimated at above 13 million. Within 
the census decade of 1930 to 1940 there was an increase of 35 per cent in the 
number of persons of age 65 and over. In contrast, the total population increase 
was but 7.2 per cent in the same period. 

The implications of these statistical facts are obvious. The aging are here 
in numbers that will not only continue but increase, both in number and in pro- 
portion, in the years to come. The factors affecting age, either favorably or 
adversely, and the problems involved in advancing years of life, are of imme- 
diate concern to everyone. How to maintain health through maturity and on 
into senescence ; how to employ wisely and efficiently the changing capacities 
of those past the meridian of life; how to anticipate and minimize the diseases 
and disabilities of advancing years; how to provide and assure the best pro- 
tection to those whose life contribution and life experience entitle them to it— 
these constitute some of the primary objectives of the Division of Geratology 
of the Indiana State Board of Health, as outlined in the following statement of 
principles and objectives. 

1. To study the factors of life that are related to senescence and its opposite, senility, 
as these are influenced by age, environment, heredity, and the diseases and disabilities asso- 
ciated with advancing years. 

2. To be interested in and plan for the care and well-being of that part of our popula- 
tion whose advancing years and life experience entitle them to the best protection and sup- 
port that medical knowledge and care can provide. 

3. To help the public to know that senescence is normal; that senility is no more a 
necessary part of age than is rickets of childhood; and that through understanding and 
effort much of the premature deterioration of age can be prevented. 

4. To have the public informed on all helpful preventive knowledge concerning the 
diseases and disabilities of advancing age, and to encourage the medical profession, through 
teaching and practice, to become interested in the problems of age, particularly in the antici- 
pation of preventable diseases of age and advancing years, in order that the highest results 
possible-may be attained. 

5. To co-operate with and assist as far as possible both the pubiic and medical pro- 
fession, as well as public officials and others, in a full appreciation of the economic, social, 
and cultural value and usefulness of men and women who, by reason of age and experience, 
will to an increasing degree constitute an important group of our population. 

6. To be interested in all laws, rules, and regulations, legislative, industrial, social, and 
otherwise, which may affect the well-being and usefulness of old age, and to seek the 
improvement of such laws, rules, and regulations as may affect old age adversely. 


Concern with the factors of aging and the problems of the aged is a new 
and untried activity of public health administration. If all elderly people were 
healthy and vigorous the immediate social and economic problems involved in 
the dramatic increase in that part of our population would be greatly simplified. 
Either the increasing group of elderly people must remain usefully productive, 
with continued capacity and opportunity for self-support, or the decreasing 
group of younger people must support them in one way or another. 

Public health administration, together with geriatric medicine, must lead 
the way to a solution of the complex problems of aging, just as preventive 
medicine and public health have added and will continue to add years to life. 





DIGESTS FROM CURRENT LITERATURE 


Symposium: Old Age. Medical 

Problems of Old Age. 

W. C. CHaney. Memphis Med. J., 20 

(May 1945), 66-67. 

Between 1850 and 1900 the average 
life span was 49 years. By 1920 the 
average was 55, and in 1930, 60 years. 
Each 30 years man has added 10 
years ; accordingly, by 1960 the aver- 
age should be 70. 

The protozoa are immortal, multi- 
plying by binary fission, and each 
conjugation results in rejuvenation of 
both the protozoa. The life of cells 
is not a matter of time but of metab- 
olism. 

Women have the best chance of 
living to a ripe old age; slender men 
have the next best chance. A person 
increasing his weight 25 per cent 
above normal endangers his life. 

Capillary hypertrophy in ‘the 
coronary circulation becomes more 
extensive with advancing age, yet the 
heart of a man of 60 is better able to 
withstand coronary obstruction than 
that of a man of 20. 


Longevity and Old Age in the 
Punjab. 

M. Yacos and S. Swaroop. Brit. 
Med. J., 2 (Sept. 29, 1945), 433- 
36. 

Longevity in the Punjab, as com- 
pared to that in other countries and 
provinces of British India, is discuss- 
ed. Outstanding age records in the 
Punjab are reported; the maximum 
was 138 years, in a man who lived in 


a hilly portion of the country. The 
number of persons claiming to be 
over 100 years old is fairly large. As 
a rule women, who are subjected to 
relatively more adverse conditions in 
the Punjab than elsewhere, do not 
reach a very high age. In fact, as 
compared with more advanced coun- 
tries, statistics prove that, generally 
speaking, the Punjab has rather low 
figures of longevity. Charts showing 
the expectation of life at birth for 
males in certain countries and for 
males and females by provinces of 
British India in 1931, as well as 
trends of death rates among males 
and females over 60 years of age in 
the Punjab from 1900 upwards are 
contained in the article. 


Geriatrics: a New Branch of 

Medicine 
A. L. Banxs. Pharmaceut. J., 101 

(Oct. 6, 1945), 158-59. 

The increase in the expectation of 
life is largely attributable to more re- 
cent measures designed to safeguard 
the public health, especially with re- 
gard to pediatrics. However, old 
people still face a double risk, namely, 
acute illnesses and the “wear and 
tear” diseases, such as multiple ar- 
thritis, cardiovascular degenerations, 
hemiplegia, and senile tuberculosis. 
In the United States those over 65 
years of age constitute a tenth of the 
entire population. Since in the natural 
order of events the elderly tend to 
become afflicted with chronic dis- 
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eases, there is need for organized 
effort to deal with all aspects of the 
problem of the aged on the medical 
side: facilities for research into 
physiology and pathology of the aged ; 
replanning of hospital accommodation 
to provide for adequate treatment ; 
and also providing of medical and 
nursing care in the homes. Chronic 
diseases in old people, hospital wards 
for the aged, hostels and care at home, 
and nursing requirements are discuss- 
ed at length. Occupation and recrea- 
tion are matters requiring special at- 
tention in this respect. Food plays an 
important part in the life of the elder- 
ly; smaller, appetizing meals at fre- 
quent intervals are recommended. 


A Constructive Contribution to the 

Aged. 

G. Gove. Modern Hosp., 65: 3 (Sept. 

1945), 62-64. 

There is evidence of a growing in- 
terest in geriatrics in the recent open- 
ing of a 300-bed ward building for 
demented old men at Western State 
Hospital, Fort Steilacoom, Washing- 
ton, near Tacoma and the Puget 
Sound shores. There is room for 200 
patients in the beautiful, light dining 
room. The wards are open, with low 
bookcases separating them from the 
corridors. Ample window areas 
further enhance the attractiveness of 
the sun rooms. Particular attention 
has been given to color schemes 
throughout. Ample service, conven- 
ience, and as much privacy and com- 
fort as the extremely low cost per 
bed permits have been developed. 
When the female and administration 
units are completed the whole set-up 
will form a unique demonstration of 
modern provision for the aged men- 
tally ill and constitute a distinct con- 
tribution to geriatric science. 


Gereology a Public Health 
Problem. 

M. H. Griswotp. Connecticut Health 
Bull., 59:8 (August 1945), 175-78. 
Studies of chronic disease show that 

one out of three individuals of the 

age group over 40 has some form 
of disease. The practical administra- 
tor within a state department of 
health should anticipate legislative 
action that is bound to come, and 
assemble material preparatory to 
planning its alleviation. The basis of 
every program is to create among an 
increasing number of persons a sense 
of well-being and security conducive 
to satisfactory mental and physical 
productivity. So far, with the increas- 
ing span of years there has been a rise 
in the incidence of diseases to which 
individuals of the older age groups 
are heir. The logical public agency 
to be entrusted with the guidance of 
public matters of disease is the de- 
partment of health. The paper con- 
tains charts of the Connecticut popu- 

lation by age groups 1850-1940, 

estimated morbidity for one year, and 

deaths from selected causes for rates 
per 100,000 population for the years 

1900-43. The diseases of adult life, 

cancer as a major problem, and the 

possibility of a disease-free old age, 
referring to a better control of 
diseases, are discussed. 


Age, Change and the Adapted 

Life. 

W. G. MacNiper. Biol. Symposia, 

11 (1945), 165-76. 

Age and the processes constitut- 
ing it should be seen as living, fluid, 
elastic states of give-and-take for the 
sake of adjustment. As an organism 
passes through its life span the 
changes indicative of aging are in 
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some measure manifestations of an 
attempt of the organism to effect a 
working adaptation to increasing 
years. Certain signs represent a fail- 
ure in this attempt. There are 
families whose members age more 
rapidly than others. There is no un- 
derstanding at present of the differ- 
ences in the chemical constitution of 
the tissues of such families. 

There is a need for a group of 
scientifically trained people, from the 
laboratory to the clinic, who will con- 
cern themselves with the retrogres- 
sive changes that make their gross 
appearance in middle age. The chemi- 
cal basis for such changes must 
develop years before the appearance 
of structural changes. Of the great- 
.est importance is the fact that the 
time for cancer to develop coincides 
with the period when progressed 
chemical changes are recognized by 
structural changes. 


Age of American Military Leaders. 
3. The Army. 

Anonymous. Statist. Bull. Metropoli- 
tan Life Insurance Company, 26 
(August 1945), 2-4. 

In July 1945 there were 1539 gen- 
erals in the United States Army; 
their average age was 51.4 years. 
Almost 35 per cent were under 50 
years of age; a slightly higher pro- 
portion were concentrated in the age 
group 50-54, and an additional 20 per 
cent were in the age period 55-59; 8 
per cent were 60 to 64, and less than 
2 per cent were 65 or over. Statistics 
show that, the higher the rank, the 
higher is the average age. The age of 
the five-star generals averaged 60.5 
years. The average age of the briga- 
dier generals, constituting 70 per cent 
of the total number of generals, was 
50.3 years, ten years below the aver- 


age for generals of the Army and five 
years below that for lieutenant gen- 
erals. The average of 322 generals 
in the Army Air Corps was only 47 
years, or 41%4 years below the aver- 
age for the Army as a whole. 2 
tables. 


Life’s Later Years. Studies in the 
Medical History of Old Age. 
Part 7. The medieval period. F. D. 

ZeMAN. J, Mt. Sinai Hosp., 12 

(May-June, 1945), 783-92. 

A historical essay on quotations by 
early writers with reference to the 
deficiencies caused by old age, begin- 
ning with citations from the works 
of Arnold of Villanova (1238-1311), 
and ending with The Canterbury 
Tales of Geoffrey Chaucer (1340- 
1400). Reference is made to a paint- 
ing by Lucas Cranach the Elder, 
“The Fountain of Juventa,” in which, 
curiously enough, only women are 
rejuvenated. 


Life’s Later Years. Studies in the 
Medical History of Old Age. 
Part 8. The revival of learning 

(1483-1600). F. D. Zeman. (See 

above. ) 

This paper is a continuation of a 
series of articles on writers treating 
old age, with special reference to the 
works by Sir Thomas Elyot-Castel, 
Andreas’ Vesalius (De _ Fabrica 
Humanis Corporis), Ambroise Paré, 
Alexis * of Piedmont (Secrets), 
Paracelsus, Marsilius Ficinus, Jerome 
Cardan, André du Laurens, Luigi 
Cornaro, and Michel de Montaigne. 
Cornaro was painted as a healthy, 
very old man with his family by 
Titian. For over fifty years he limited 
himself to 12 ounces of solid food and 
14 ounces of liquids daily ; he died at 
the age of almost 100 years. 
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Difficulties in the Clinical Recog- 
nition of Degenerative Diseases. 
E. J. Srrecuitz. Biol. Symposia, 11 

(1945), 133-54. 

Clinical diagnosis of degenerative 
diseases is one of the most difficult 
problems of medicine. With advanc- 
ing age there is increasing thermo- 
stability. The circulatory apparatus 
becomes less labile with age. There- 
fore, the truly senile individual may 
be profoundly ill and yet exhibit only 
a negligible rise in temperature. 

Difficulties in clinical recognition 
of diseases in old age, inherent in the 
disease (predisposing, provoking, and 
perpetuating factors), difficulties in- 
herent in the patient, difficulties de- 
rived from inadequacy of clinical 
methods, and complexities of diag- 
nosis per se are discussed. In old age 
a diagnosis should include an analysis 
of the probable etiology, a definition 
of structural changes, an estimation 
of the functional impairment, and the 
rate of progression. The results form 
the basis for wise therapy. 


Blood Cholesterol Levels in 
Elderly Patients. 

W. B. Kountz, A. SONNENBERG, L. 
HorstaTtTer, and G. Wo rr. Biol. 
Symposia, 11 (1945), 79-86. 

A definite relation between blood 
cholesterol and arteriosclerosis has 
not yet been established. However, a 
high cholesterol blood level may be 
observed in coronary arteriosclerosis, 
whereas in peripheral sclerosis values 
have sometimes been ascertained to be 
subnormal or low. Elderly female 
patients have a higher average blood 
cholesterol than elderly males, in 
whom, in spite of the lower average, 
the onset of arteriosclerosis is earlier 
and its incidence higher than among 
women. Peripheral atherosclerosis is 


more common among elderly patients 
with low blood cholesterols than 
among those with hypercholesterole- 
mia. In women hypercholesterolemia 
appears to be related to lowered basal 
metabolic rate, but no such relation- 
ship was observed in men. Bibliog- 
raphy of 22 references. 


Glucose Tolerance in Elderly 
Patients. 

L. HorstatTer, A. SONNENBERG, 
and W. B. Kountz. Biol. Sym- 
posta, 11 (1945), 79-87. 

Studies of glucose tolerance in 
elderly people indicate impairment of 
the carbohydrate metabolism. A small 
percentage of normal curves (14 per 
cent) in old age, compared with 
children (82 per cent) and normal 
adults (62 per cent) suggests a con- 
tinued lowering of tolerance to car- 
bohydrate with advancing age. From 
the evidence obtained in two years of 
repeated tolerance tests, it actually 
appears that with progressing age 
over a two-year period, when no other 
factor is involved, there is a gradual 
diminishing of the carbohydrate 
tolerance, which in 57 per cent of the 
individuals studied resulted in two 
distinct curves; namely, the delayed 
and the mild diabetic curve. However, 
there was no evidence of impairment 
of the carbohydrate metabolism in 
aging individuals to a degree that 
could be considered diabetic. 


Effects of Lesions of the Auto- 
nomic Ganglia, associated with 
Age and Disease, on the Vascu- 
lar System. 

A. Kuntz. Biol. 
(1945), 101-17. 
Experimental data regarding ef- 

fects of age changes support the as- 


Symposia, 11 
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sumption that in the absence of 
marked pathologic states the reac- 
tions to adrenin, pilocarpine, and 
atropine remain essentially normal up 
to the age of 90 or over. The effects 
of sympathetic stimulants become 
shorter in duration with advancing 
age. A tendency toward increased 
parasympathetic tonus may _ be 
recognized... Marked changes in car- 
diovascular regulation due to age 
changes in the autonomic system 
alone have not been observed. 
Pathologic changes in autonomic 
ganglia, causally related to disease 
processes, play a role in_ thei 
progress and the sequellae with ad- 
vancing age. 

Alterations in ganglion cells 
(chromidial substance, vacuolation, 
neuronophagia, hyaline degeneration, 
and hydropic alteration of ganglion 
cells, shrinkage of autonomic gang- 
lion cells, neurofibrillar changes, and 
dentritic modifications), as well as 
modifications of ganglion cell cap- 
sules, changes in the interstitial tis- 
sue, and criteria of variations related 
to age and variations related to dis- 
ease are discussed. Bibliography of 34 
references, 5 figures. 


An Exploratory Study of Mental 
Organization in Senility. 

M. D. Eysenck. J. Neurol., Neuro- 
surg., and Psychiat., 8 (Jan. and 
April 1945), 15-21. 

Twenty psychological tests, relat- 
ing especially to speed, incidental 
memory, and physical strength in the 
aged, were made. The apparatuses 
employed were an ergograph, with 
recordings on a kymograph, and a 
metronome; as well as a dynamo- 
meter for the strength of grip test. 
The individual board form of Raven’s 


Progressive Matrices (1940) was also 
used in the tests. The level of senile 
patients on the progressive matrices 
test of abstract non-verbal ability and 
the digits repetition test approximated 
that of 8-year-old children, whereas 
the vocabulary test scored well above 
the 14-year-old level. These results 
proved that the deterioration in 
senile persons is shown most strong- 
ly in tests involving abstract reason- 
ing ability (so-called “fluid” ability) 
and least in those involving mere re- 
activation of past experiences and 
knowledge (“crystallized” ability). 
[It is found that, owing to differential 
deterioration in the abilities of senile 
persons, the organization of these 
abilities, as compared with that of 
normal adults, is profoundly altered. 
5 tables. 


Mental Symptoms at the Male 
Climacteric. 

F. E. Jones. J. Tennessee State Med. 
Assn., 38 (Oct. 1945), 326-31. 
Usually the climacteric in man is 

a purely physiologic process, but not 

infrequently it is accompanied by 

mental symptoms, ranging from 
almost unnoticeable __ personality 
changes to debilitating depressions or 
psychoses. These symptoms may 
occur as early as 41 years of age or 
as late as 64, but generally in the mid 
or late fifties, ten years later than in 
the female. During the climacteric 
dull occipitocervical headaches 
frequently occur; they radiate over 
the scapula region and down the 
spine. Incapacity for sustained effort, 
mild memory impairment, retarda- 
tion of concentration, and emotional 
instability are symptoms, gradually 
merging into the prepsychotic period, 
which consists of an exaggeration of 
these symptoms. The next phase is 
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characterized by profound depression, 
delusions of inadequacy, and feelings 
of insecurity ; even crying spells have 
been observed. The prepsychotic suf- 
ferer needs a psychologic prescrip- 
tion; psychotherapy is indispensable. 
Certain estrogenic preparations are 
widely used, such as intramuscular 
injections of testosterone propionate, 
10 to 25 mg. three times weekly, or 
stilbestrol, rarely more than 1 mg. 
per day. Gradually increasing doses of 
benzedrine sulphate before the morn- 
ing and noon meals are effective. 
Hydrotherapy is beneficial. When a 
definite psychotic state has developed, 
some form of shock therapy, for in- 
stance, electro shock two or three 
times weekly, is the only treatment 
known. 


Skin Sensitivity in the Aged: 
Fatality following Interdermal 
Tests. 

J. R. Wiseman and M. PP. 
McCartuHy-BroucH. J. Allergy, 
16 (Sept. 1945), 250-52. 
Constitutional reactions following 

intradermal testing or hypodermic 

injections have been recognized for 
some time. The skin of elderly people 
is usually considered to be relatively 
inactive, and positive reactions are 
generally not to be expected. Accord- 
ing to Feinberg, “an atrophic skin, 
or skin with poor circulation, or the 
skin of the aged may be so diminish- 
ed in reactivity that, what would be 
ordinarily moderate reactions, may 
become negative.” However, atrophic 
as the skin may appear to be, the re- 
activity to skin tests may be very 
acute. The reaction is an individual 
one and depends upon the sensitivity 
of the skin, organs, and tissues. Tests 
on a woman aged 78 proved that, 
although the allergic condition had 


existed for 74 years, it did not render 
the skin nonreactive or diminish its 
sensibility. The patient expired 15 
minutes after the skin tests had been 
inserted. The aged require the same 
meticulous care in intradermal test- 
ing as patients of any age group, in 
spite of the fact that it is generally 
believed that the skin of the aged “is 
likely to be of the nonreactive type.” 


The Skin of Old People. 
C. H. Marsuati. Memphis Med. J., 

20 (May 1945), 72-73. 

Senile atrophy of the skin, occur- 
ring regularly at an advanced age, 
especially in uncovered portions of 
the body, such as the face, neck, and 
hands, begins after 50. Telangiectasis 
and purpuric lesions often develop 
into senile keratoses. Epitheliomas or 
carcinomas of the skin are frequent. 
Senile pruritus and eczema are the 
most tormenting conditions of 
diseased skin in an old person. 
Androgens and estrogens have been 
used successfully in the treatment of 
pruritus and dermatoses. 


Anaesthesia in the Aged. 
KK. H. Watts. Canadian Med. Assn. 

J., 53: 1 (July 1945), 20-24. 

The problem of physiological 
changes due to age is reviewed. The 
subjects discussed are as follows. The 
physiological factors (shock, etc.), 
as well as the drugs for premedica- 
tion, such as morphine, atropine, and 
hyoscine, sometimes associated with 
barbiturates. The choice of anesthetic 
agents—chloroform, ether, nitrous 
oxide, cyclopropane, and pentothal 
sodium. Spinal anesthesia (procain, 
metycain, and nupercain, of which 
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the last produces the longest dura- 
tion of anesthesia and is less toxic 
than procain in the concentration 
used for spinal anesthesia, namely, 
1:1500). Continuous caudal anal- 
gesia. Refrigeration anesthesia. Spe- 
cial techniques for fractured neck of 
femur and for prostatectomy, in 
which pontocain or cyclopropane, for 
the first stage, and cyclopropane or 
pentothal sodium and analgesic doses 
of nitrous oxide and oxygen, for the 
second stage, have been the choice. 
Intra-abdominal surgery, in which 
spinal anesthesia may be supple- 
mented by analgesic doses of nitrous 
oxide or light doses of cyclopropane. 


‘Medical Care of Inmates at County 


Farms. 

Editorial, Illinois Med. J., 88 (Sept. 

1945), 112-16. 

Under the law set forth in chapter 
107 of the 1941 revised statutes of 
Illinois, a county farm and home for 
the poor may be operated or special 
grants for individual care may be 
made. Of the 102 counties of Illinois, 
70 are maintaining such county 
homes, with 4588 inmates, whereas 
there is a probable capacity of 8639. 
Most inmates are between the ages 
of 60 and 75. There is a predomin- 
ance of men, with a ratio of 10 or 15 
men to one woman. Inmates are 
classified into the ambulatory group, 
ill patients requiring special nursing 
care or hospitalization, and bed or in- 
firmary cases, including mildly senile 
psychotics, paralytics, and cripples. 
Medical attention is provided by the 
county physician, employed on a year- 
ly basis. Hospital wards or county 
hospitals are provided in eight 
counties, receiving also patients other 
than inmates. The Oak Forest In- 
firmary, the county home of Cook 


County, is the largest (2210 in- 
mates). General medical and surgical 
care, including emergency treatment, 
is provided in hospital wards. A list 
of county homes in operation and 
a detailed description of 25 county 
homes with hospitals are given. , 


Ophthalmic Geriatrics. 
M. J. STERN. Kentucky Med. J., 43: 

8 (August 1945), 202-4. 

A frequent condition in the aged is 
the senile type of ectropion. The sclera 
changes to yellowish, due to fatty 
degeneration. Among corneal changes 
is the flattening in the vertical 
meridian, producing astigmatism. 
The iris change most frequently ob- 
served is atrophy. Sclerosis of the 
lens is a physiological process. It 
may produce only myopia; at other 
times it reduces vision and may be 
extracted. Presbyopia, also physio- 
logical, is caused by gradual decrease 
in the elasticity of the lens. The most 
important lens change, very frequent 
beyond 60, is senile cataract affecting 
both eyes, mostly beginning in the 
form of opaque sectors near the 
equator of the lens or the central 
area. Another type is annular 
opacity. Senile degeneration of the 
vitreous occurs regularly; crystals 
occasionally appear, usually of 
cholesterin. The vitreous changes are 
due to disintegration of the fibrous 
network. Glaucoma Simplex, inflam- 
matory, Evolutum, and Absolutum 
are described. Macular degeneration 
is slowly progressive. Increased pal- 
lor of the fovea, with the deposition 
of pigment granules, is observed. It is 
marked by great reduction in central 
vision, but good peripheral vision. It 
may be due to sclerosis of the chorio- 
capillaris. 
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Theca Cell Tumor of the Ovary in 
a 72-year-old Woman. 

S. WimpFHermMer. J. Mt. Sinai 
Hosp., 12 (May-June 1945), 768- 
1s. 

A case of theca cell tumor is re- 
ported in a 72-year-old woman, 
twenty-one years after the meno- 
pause. The feminizing effect produced 
.uterine bleeding and enlargement of 
the breasts (hyperestrinism). The 
hormone effect was strong enough to 
stimulate the endometrium and 
adenomyotic areas, which haa been 
dormant for many years. The symp- 
toms all regressed after removal of 
the tumor. 


Clinical Observations on the Pala- 
tine Tonsil in the Aged. 

G. KELEMEN. Ann. Otology, Rhinol- 
ogy, and Laryngology, 54 (June 
1945), 421-35. 

A steady decline in the size of the 
tonsils in patients between the 
seventh and nine decades is noted; 
complete disappearance is_ rare. 
Characteristic involutional forms are 
the vertical narrow ridge, the large 
drop in the lower pole of the fossa, 
where the greatest part of the rem- 
nants are found, and the small crater 
surrounding the last crypt. The ton- 
sillar fossa is not included in the in- 
volutionary process. Local inflamma- 
tions are infrequent; an attack may 
involve small remnants or regener- 
ates after tonsillectomy. 

Around the sixth decade there is 
high tonsillar activity, and regression 
ceases. Therefore, there is a char- 
acteristic period of increased tonsil- 
lar activity at the onset of senescence, 
corresponding to the similar period 
before puberty. 

Preventive geriatrics should ob- 
serve the tonsils carefully, especially 


at the threshold of the regressive 
years, 
Bibliography of 20 references. 


The Problem of the Fractured 
Hip. 

Guy W. Leappetrrer. Nebraska 
State Med. J., 30:9 (Sept. 1945), 
309-13. 

The paper summarizes discussions 
at a fracture clinic conducted by the 
author before the Omaha Midwest 
Clinical Society. 

3efore the publication in 1903 of 
the research of Royal Whitman, 
death or permanent crippling was the 
accepted prognosis in fracture of the 
hip. The seeds of that pessimistic era 
still bear fruit because of lack of 
proper and recent information or be- 
cause of fear that an elderly person 
cannot tolerate a surgical approach to 
the problem. 

Advances in understanding and 
knowledge during the past decade 
are: (1) The fracture presents 
many types: transverse, oblique, 
spiral, and comminuted. (2) Anatom- 
ical reposition of the fragments is of 
prime importance. (3) Good techni- 
cal internal fixation can be accom- 
plished. (4) Internal fixation is dif- 
ficult and highly technical. (5) Early 


- activation, but not too early, has re- 


sulted in fewer stiff knees and less 
general debility in the aged. (6) A 
lessened period of hospitalization is 
practical in many instances. 

There are still many unanswered 
questions: (1) Can all transcervical 
femoral fractures be reduced by the 
closed maneuver? (2) Is the valgus 
position important when obtainable? 
(3) Are the technical difficulties of 
internal fixation too great in aver- 
age hands? (4) Can artificial impac- 
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tion be accomplished? (5) What is 
the cause of aseptic necrosis of the 
head and neck of the femur, and can 
it be prevented? (6) What proce- 
dures shall we follow in treating and 
caring for the 30-40 per cent of non- 
unions ? 

To undertake vigorous treatment of 
the fracture before the physical con- 
dition is appraised is to. invite dis- 
aster. The author subscribes in 
selected cases only to the view that 
the fracture should be reduced at 
once. Closed manipulation (see 
Journal of Bone and Joint Surgery, 
October 1933) is recommended, since 
this maneuver of flexion, traction, 
rotation, and abduction follows the 
reverse pathway to the fetal position 
of the femoral neck and the spiraled 
fibers of the capsule are relaxed. By 
this procedure many cases with inter- 
position of capsule or badly com- 
minuted fragments of bone may be 
successfully reduced. About 10 per 
cent require open reduction. The val- 
gus position of the neck in relation 
to the head has universal endorse- 
ment. In this position displacement is 
less likely, necrosis of the head and 
neck occurs less frequently, and the 
stresses and strains of shearing 
action are diminished. 

The process of reduction should 
be approached confidentiy. The 
anesthetic should be adapted to the 
patient. Basal avertin with supple- 
mentary ethylene is satisfactory in 
most cases but may cause harm in 
the older, more debilitated patient. 
Spinal in some and sodium pentothal 
in others is recommended ; the latter 
is rapidly excreted and when care- 
fully administered has no deleterious 
effects. Local anesthesia has been 
used successfully by some surgeons. 

The many instruments now in use 


for internal fixation prove the diff- 
culty of the technics. involved and 
also leave much to be desired. How- 
ever, efficient closed reduction and 
properly placed internal fixation have 
increased the percentage of union to 
72.9. The mortality rate in this group 
is reported as 11.5 per cent. These 
figures represent marked advances. 

Internal fixation should be com- 
pleted by the method most familiar 
to the operator. Impaction is requi- 
site. Spinning of the head in an 
oblique fracture results from a nail 
placed too low in the neck and per- 
sistence of the operator in continuing 
to drive the nail if firm resistance is 
encountered. A rotated head is diffi- 
cult to retrieve; open reduction 
may be required to recapture the lost 
position. A well-placed nail follows 
the neck and enters the head without 
appreciable resistance other than that 
of the cancellous structure. 

Failure may result from an im- 
properly reduced fracture in the hip, 
even though fixation may be excel- 
lent. Repair elements in the neck of 
the femur are few; correct apposi- 
tion offers the only opportunity for 
good union and desirable function. 
Due attention must be given to im- 
paction or a tight apposition of the 
fragments. 

X-rays are made at the fourth, 
eighth, and twelfth weeks to record 
position, maintenance, and_ the 
progress of healing. X-rays should 
not be depended upon as the sole fac: 
tor in determining bony union. Func- 
tion without pain, together with an 
X-ray showing trabeculae crossing 
the original line of fracture, gives ex 
cellent presumptive evidence of union. 
Some hips unite in less than six 
months ; some may not unite for two 
years. 

In after care the patient’s activity 
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must be guided. Exercise requiring 
vigorous work of the quadriceps and 
hamstring muscles may delay the 
progress of union and even displace 
otherwise well-placed fragments, 
especially those of the varus type. Too 
early weight bearing will bring into 
play all the shearing forces in the 
neck and produce a definite coxa vara 
if not complete nonunion. 

Cases of pain, aseptic necrosis, 
osteoarthritis, and nonunion — the 
results of incomplete reduction, in- 
accurate nailing, or uncontrollable 
circulatory and shearing force fac- 
tors—represent 30-35 per cent of 
poor results. Painful hips following 
good reduction, internal fixation, or 
impaction without internal fixation, 
appearing several months after the 
injury, often mean displacement of 
the fragments with resulting non- 
union or atrophic changes in the 
head, with progressive thinning of the 
articular cartilage and ultimate de- 
struction of the capital portion of the 
bone. Such poor results may be un- 
avoidable in some instances but are 
too often due to faulty technics. 
Common and obvious causes of non- 
union are intervening capsule and 
comminuted fragments, loss of posi- 
tion after reduction and fixation, 
failure properly to impact well-re- 
duced fragments, necrosis of the head 
or neck, and too early weight bearing. 
Oncoming nonunion may be suspect- 
ed with the appearance of pain and 
shortening and instability at the hip; 
confirmation is given by X-rays 
showing changed position of the frag- 
ments. 

To operate or not to operate is the 
dilemma. Modern selective anesthesia 
allows greater safety of operation in 
the aged and more efficient anatomi- 
cal approaches to the hip have lessen- 


ed shock and insured more rapid 
healing of the soft tissues. The re- 
constructive procedure chosen de- 
pends upon the individual problem 
presented. The treatment should be 
fitted to the patient; not vice versa, 
as has too often been the case in such 
procedures. 

The Whitman, Albee, and Colonna 
operations yield some good results, 
some bad. Disturbance of circula- 
tion in the reconstructed neck may 
result in a progressive aseptic 
necrosis. Intermedullary graft with 
or without internal fixation offers an 
equal percentage of good results in 
cases presenting a viable head. The 
period of fixation is long and sub- 
sequent general debility overshadows 
the benefits derived from union, if 
obtained. The same is true of the 
Magnuson modification of the 
Brackett operation. However, this 
accurate contact of head and neck 
yields excellent results in younger 
and more robust individuals. Recent 
reports indicate that intertrochanteric 
osteotomy with displacement of the 
shaft medialward beneath the head 
must be added to the armamentarium. 
Statistics from a large orthopedic 
clinic show that the MacMurray 
osteotomy yields 50 per cent union, 
but that about 85 per cent have had 
reasonably good functional results 
with weight-bearing extremities. 

A higher osteotomy used by the 
author in a small series yielded no 
bad results and in each instance re- 
sulted in excellent function with full 
weight bearing and negligible short- 
ening; only one limited knee action 
resulted and pain was absent. This 
procedure avoids damage to circula- 
tion of the neck and allows early 
activity. 
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edema, neurasthenia, hyperthyroidism/ 
heart failure, and other cardiovascular dis- 
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tations, is to safely effect vasodilation, 
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standing cardiologists give preferred re recog- 
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Prostatism: a Major Geriatric 
Problem. 

A. Ravicu. Bull. Adelphi Hosp. 
(Brooklyn), 4 (Oct. 1945), 2-8. 
Extensive experience has demon- 

strated that the one-stage suprapubic 
technique of prostatectomy results in 
lower rates of morbidity and mortal- 
ity. In uncomplicated cases a mor- 
tality rate of approximately 1 per 
cent has been attained. Hospital stay 
is markedly shortened. The physical 
and mental resources of the patient 
are less taxed and the end results 
are superior to those of other pro- 
cedures. The type of operation de- 
pends upon the presence of certain 
complications, such as infections or 
stones in the bladder, impairment of 
kidney function, and pulmonary or 
cardiovascular complications. How- 
ever, one-stage operation is the pro- 
cedure of choice whenever possible. 
The indiscriminate use of catheters 
carries a much higher mortality than 
early operation. One must be mind- 
ful of the facts that infection of the 
bladder does not persist unless there 
is urostasis and that in the presence 
of stasis urinary antiseptics and se. 
hormones are of little or no avail. 


The Management of Prostatic 
Conditions in the Aging. 

L. H. Baretz. North Carolina Med. 
J.,6 (August 1945), 364-66. 
Four out of ten men beyond the 

age of 50 have prostatic hypertrophy. 

According to certain authors, 20 per 

cent are carcinomatous. Prostatitis is 

a nonspecific focal infection, usually 

spread by the hematogenous route 

from infectious foci elsewhere in the 
system. Sulfonamide drugs have no 
effect upon prostatic infection; mas- 
sage is still the indicated method of 
treatment. The diagnosis of prostatic 


fibrosis or median bar is made by 
cystoscopy. Transurethral resection, 
by removal with the cutting current 
of obstructing tissue at the vesical 
neck, gives such patients relief. 

In cases of mild benign prostatic 
hypertrophy gentle massage may be 
beneficial. In most cases hormonal 
treatment was not satisfactory. The 
use of testosterone in large doses is 
unwise. Present-day operative treat- 
ment has resulted in remarkably de- 
creased morbidity and mortality. 
Treatment of prostatic carcinoma 
through orchidectomy is rapid and 
without shock to the average patient. 
Eventually hormonal therapy may be 
applied. 


Choice of Methods of Relieving 
Obstruction Produced by Pros- 
tatic Tissue. 

R. THompson. Southern Med. and 
Surg., 107 (July 1945), 237-39. 
The criteria on which to make 

choice between suprapubic, perineal, 
or transurethral prostatectomy can- 
not be stated offhand. At present, if 
the surgeon has adequate equipment 
and training, most prostatic obstruc- 
tions are best attacked through the 
urethra. The number of cases in 
which prostatectomy promises more 
is very small. The prime object of 
treatment is relief of obstruction with 
the lowest mortality rate, the shortest 
period of morbidity, and the least 
number of postoperative complica- 
tions, together with complete restitu- 
tion oi function. 

Contractures of the internal 
urethral meatus, median bars, small to 
large middle and lateral lobes, and 
prostatic cancer are best treated by 
the transurethral method. Opinions 
vary regarding cases where the gland 
is very large or vascular. 
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Abuse of Prolonged Rest in Bed. J. F. Norman. Minnesota Medicine, 28 

(Oct. 1945), 803-6. 

At present an increasing burden is placed on our hospitals by the large 
number of patients aged 65 and over. Some enter in terminal conditions and will 
not leave alive; others run the risk of becoming confirmed invalids by prolonged 
stay in bed. The problem of caring for these older patients is a serious one. 
Further study of the problem is needed to clarify two questions: (1) the best 
care of the elderly patient under various conditions, and (2) lessening the burden 
on the hospital. 

Many writers today stress the bad effects of prolonged bed rest, especially 
for older persons. The opinions of Stieglitz, Wilcox and Clagett, Wangensteen, 
Ries, Dock, Bowers, Bailey, Levine, Harrison, and Thewlis regarding care of 
elderly persons suffering from various diseases and conditions are reviewed in 
relation to the question of bed rest. 








A New Set of Ears? 


Only a miracle can give you new ears—but MAICO can 
give you good hearing! 
It is natural for hearing to become less acute with 


advancing years, and in those cases where hearing loss 
becomes a handicap to social or business activity, you 


can depend upon rMAICD 


suppliers of 90% of the precision hearing test instruments used by the 
Army and Navy, Hospitals, Institutions, and physicians in America. 
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For good hearing in its most convenient form, 
MAICO hearing instruments combine powerful re- 
ception and normal reproduction over a full range 
of modulated frequencies. 


MAICO hearing instruments are light, compact, and 
easy to operate ... approved by physicians through- 
out the country. 


Write today for information about MAICO hearing 
instruments and medical electronic acoustical devices. 


THE MAICO COMPANY INCORPORATED 
Dept. 12, Maico Bldg. Minneapolis 1, Minn. 




















“FEEDING 
DIABETIC PATIENTS’ 


A practical booklet that helps 
your patients help themselves 


The Knox booklet, Feeding Diabetic Patients, not only 
helps your patients help themselves, but also saves you 
time and trouble when you prescribe for such patients. 
It contains: 


—> A clear outline of principles of diabetic feed- 
ing,written insimplelanguage for the layman. 
Practical tables of food composition. 
Sample diabetic menus. 


33 pages of appealing recipes. 
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Examples showing how Knox Gelatine 
(which is all protein, contains no sugar) helps 
to give variety and volume to menus, without 
breaking your dietetic rules for diabetic pa- 
tients. 


These helpful booklets are entirely free —a part of the 
Knox service to the medical profession. Clip the coupon 
below and send for as many copies as you can use. 
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The Aging Heart. Ernest P. Boas. New York Medicine, 23 (Dec. 5, 1945), 

17-18, 22. 

Structural changes or inadequacy of the cardiovascular system cause fully 
two thirds of the deaths of older persons. To what extent are these tissue and 
organ changes inevitable accompaniments of aging, and to what extent are they 
manifestations of disease? The answer to this problem will determine the direc- 
tion of future research and provisions for medical care. 

The important senescent changes in the heart are pigmentation of the heart 
muscle fibers, atrophy of the heart muscle, enlargement of the valvular ostia, 
and stretching and loss in elasticity of the valves. Changes in function of the 
heart and arteries occur with advancing years. The pulse rate remains fairly 
constant until about age 65, when it tends to be a bit more rapid. The cardiac 
output declines slightly. There is little evidence for the view that arteriosclerosis 
and its consequences are inevitable accompaniments of aging. An important 
guide in the management of the aging person is the diminished cardiac reserve. 
The onset of cardiac infarction can often be traced to a definite unusual event, 
most often physical strain. 

There are also limitations of adaptability in the psychological sphere. In the 


the patient; in the old, diagnosis and treatment must consider the whole body 
and mind as an integrated unit. 


COMFORT - The Yardstick by which your 


Cardiac Patient Measures his Progress 


THEOCALCIN (Council Accepted) helps bring comfort to 
cardiac patients by promptly reducing edema, diminishing 
dyspnoea and strengthening heart action. Theocalcin is 
given orally in doses of | to 3 tablets, t. i. d. 


Theocalcin is a well tolerated Diuretic and Myocardial Stimulant. 


Available in 7% grain tablets and in powder form. 


Theocalcin, brand of theobromine-calcium salicylate. 


(6 . ¥)) 7 Trade Mark Reg. U.S. Pat. Off. 
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en in impaired liver function and 
hepatic damage, in many stubborn cases, is safely attained 
through the use of 


SORPARIN 


(Ext. Sorbus aucuparia ‘McNeil’ 


Conspicuous among the pharmacodynamic actions of this 
recently re-investigated botanical are : 


@ Sorparin stimulates the functioning of liver cells. 


@ In a large majority of cases Sorparin dispels the indefinite 
dyspepsias frequently associated with hepato-biliary dys- 
function. 

@ Is not a cholagogue nor a choleretic—may be used in ob- 
structive types of jaundice. 

@ No known contraindications. 

@ May be used with safety in combination with bile salts 
(although these are not required for therapeutic efficacy) 


with vitamin K, antispasmodics, sedatives or sulfonamides 
without incompatibility. 


CLINICAL INDICATIONS: Hepatitis, .with and with- Available in tablets, each 
out jaundice, toxic and obstructive jaundice, chronic containing Sorparin 3 gr. 
cholecystitis with and without stone, idiopathic hypo- Bottles of 100, 500 and 1000. 
thrombinemia and post-surgical biliary symptoms. Literature 0 request. 
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Acute Bacterial Endocarditis in the 
Aged. Frepertc D. ZEMAN AND 
SHEPPARD SIEGAL. Am. Heart J., 
29 (May 1945), 597-610. 


Nine cases of acute bacterial endo- 
carditis, with autopsy, are reported 
among patients aged 60 to 80. In 
none was diagnosis made clinically. 
The bacteriologic, pathologic, and 
clinical features are discussed. It is 
pointed out that the diagnosis is ob- 
scured by a multiplicity of symptoms 
and signs, as well as by the prostra- 
tion of the patient. These cases will 
be detected oftener, it is believed, if 
the possibility of these complications 
is considered, especially when posi- 
tive blood cultures are found in old 
people. 





PATIENT RESPONSE 
IS ACCELERATED 


Prescribing an Arrow Wheelchair 
is good judgment on the part of 
the clinician, for the ease of opera- 
tion and incidental comfort en- 
hance the patient's outlook and 
make for shorter convalescence. 
Arrow Wheelchairs are designed 
with every desirable feature to pro- 
mote comfort whether for the par- 
tially immobilized, the semi-ambu- 
lant or the convalescent. Write for 
prices and literature. 





ERIE CITY MFG. CO. 
1030 West 12th St. Erie, Pa. 








ARROW 
wheelchairs 
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Model 232 with ball 
bearing wheels, 1" 
; rubber tires. Specifica- 
al = tions on request. 


| 


| 
| 
| 
t 











A Rational Regime 
in the Treatment of 
Constipation in the 
Aged and Aging 


A teaspoon 
makes a 
tumbler of 
“Selly”. 


KONSYL pro- 
motes peristalsis by 
water retentionand 
lubrication — and 
especially impor- 
tant with elderly 
people, will not irritate even the most 
sensitive gastro-intestinal lining. It is 
an effective lubricant, easy to swallow 
and does not interfere with the diges- 
tive processes. 


KONSYL is the original concentrated 
vegetable mucilloid made from Plan- 
tago Ovata. It is non-habit forming, 
causes no leakage and is priced excep- 
tionally low. Aged patients who have 
had difficulty with bowel movements 
for years will be delighted with the 
normal, easy elimination they receive 
with KONSYL. 


Write for clinical test 
sample and literature. 


SERVING PHYSICIANS SINCE 1885 


BURTON, PARSONS & CO. 


WASHINGTON, D. C. 
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OM A CLINICAL POINT OF VIEW... 





ust be assumed that every patient with chronic 
ection is anemic.’”* 





For ste anemias, Hemo-genin combines the advantages 
of Fergon (Ferrous Gluconate Stearns) with the nutritional values of vita- 
min B complex plus liver concentrate. Because Fergon 1s rarely associated 
with gastro-intestinal distress, Hemo-genin may be administered before 


meals to enhance iron absorption. 


H emo-gen in 
ec 


Keroon Plus B Complex 
> 
FOR HYPOCHROMIC ANEMIAS 
REQUIRING IRON AND B COMPLEX 





Froid Stearn SeCormg 
Division 


DETROIT 31, MICHIGAN 


NEW YORK KANSAS CITY SAN FRANCISCO WINDSOR, ONTARIO SYDNEY, AUSTRALIA AUCKLAND, NEW ZEALAND 


FACTS ABOUT HEMO-GENIN 





COMPOSITION: Fergon (Ferrous Glu- 
conate Stearns), synthetic vitamin B 
complex factors, and liver concentrate. 
Six capsules daily supply 12 gr. ferrous 
gluconate and the daily requirement of 
B vitamins. 


NON-IRRITATING to gastro-intestinal 
mucosa because low degree of ioniza- 


tion makes it virtually non-astringent. 
May be administered before meals to 
facilitate maximum absorption. 


GREATER iron utilization shown by 
clinical comparison of ferrous gluconate 
with other iron salts.t 


tJ. Clin, Investigation 16:547, 1937. 


INDICATED in hypochromic anemias 
requiring iron and vitamin B complex. 
Especially valuable when patients do 
not tolerate other forms of iron. 
DOSAGE: Two capsules three times 
daily, before or after meals. 

SUPPLIED in botles of 100 and 500 
capsules, 





FURTHER FACTS AND SAMPLES WILL BE GLADLY SENT ON REQUEST 





*#).A.M.A. 123:1007, 1943. 


YRADE-MARK HEMO-GENIN — REG. U.S. PAT. OFF. 


115 





Congratulations... 


a long and pleasant Iife 


to this Journal on the occasion of its 
first issue. « We are happy to greet the 
GERIATRICIANS whose new medical spe- 
cialty is proof of the growing profession- 
al recognition of the additional respon- 
sibility placed upon society to care for 


its increasing percentage of the aging. 


Borden's 


PRESCRIPTION PRODUCTS DIVISION 
350 Madison Avenue + New York 17, N. Y. 














